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Ataractic Therapy for NEURO-PSYCHIATRIC CONDITIONS 


Clinical course of * Clinically preven in schizophrenia, manic depressive psychoses in the 
poychetic patients weated mente phase, agitated and ether dleerders 


with ‘Serpanray’ 
1) The sedative phase, calm © Tranqvilizes and sedates without effecting alertness or responsiveness 


ness and symptomatic im- © Calms hyperactive patients, quiets the noisy, alerts the depressed 
© Often precludes electroshock, seclusion end barbiturates 
Non-soperific end well tolerated for prolonged treatment 

© Allows natural sleep 
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Papers contributed during the year (not on the annual program) should be sent to the 
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others collaborating being shown in a footnote. 


MWaustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. : 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. Hl. Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus 
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AROUSE THE DEPRESSED PSYCHIATRIC PATIENT 


> 


< ® Ritalin is a mild, safer cortical stimulant which is par- 
ticularly “efficacious in the treatment of mild to moderate 
depressions in neurotic and psychotic patients.” 
When Ritalin was given for 6 months to 127 with- 
drawn, dull, listless, apathetic, or negativistic institution- 


; . alized patients, 101 showed improvement in behavior and 
(methy!-phenidylacetate hydrochloride CIBA) manageability. “Many returned to normal eating and 
toilet habits almost simultaneously with evidence of 


mental awakening... . 
In depressed states Ritalin provides needed stimulus 
without the wide swings of reaction caused by most stim- 
ulants. /t rarely causes palpitation, jitteriness, or hyper- 
excitation; has no appreciable effect on blood pressure, 
pulse rate or appetite. 
Dosage: 10 to 20 mg. b.i.d. or t.i.d., adjusted to the individual. 
Supplied: TaBLets, 5 mg. (yellow) and 10 mg. (blue); bottles 
o” 100, 500 and 1000. TABLETS, 20 mg. (peach-colored); bottles 
of 100 and 1000. 
References: 1. Noce, R. H., and Williams, D. B.: Personal communica- 
tion. 2. Ferguson, J. T.: Paper presented at American Society for 
Pharmacology and Experimental Therapeutics, lowa City, lowa, Sept. 


9, 1465. 
Cc I B A SUMMIT, N.J. 2/as000 
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"Dexamy!’ helps relieve the depression and anxiety that often cause chronic fatigue. 


With ‘Dexamyl’, you can help many of your patients with this common and 


unnerving condition, The two mood-ameliorating components of “Dexamyl’ act 
synergistically to provide a unique mood effeet--free of the excitation of 
stimulants alone; free of the dulling effects of most “anti-anxiety” agents alone, 


The “normalizing” effect of “Dexamyl’ subtly replaces both depression and 


anxiety with a renewed sense of cheerfulness, confidence and optimism 
thereby helping to restore the ability to think and work. 


tablets - elixir - Spansulet capsules 


Each ‘Dexamyl’ Tablet and each teaspoonful (5 ec.) of the Elixir 
contains: Dexedrine* (dextro-amphetamine sulfate, S.K.F.), 5 mg.; 
and amobarbital, '» gr. 

Each ‘Dexamyl’ Spansule (No. 1) gradually releases the equivalent 


of two tablets; each "Dexamyl’ Spansule (No, 2) gradually 
releases the equivalent of three tablets. 


Smith, Aline & French Laboratories, Philadelphia 


Keg Pat Of 
Key Pat. Off for sustained release capsules, SKF. 
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QUIESCENCE AND 


EMOTIONAL DETACHMENT 


NEW Potent Ataraxic 


HYDROCHLORIDE 


Promazine Hydrochioride 
hydrochloride 


INDICATIONS: 

@ The acute alcoholic':*—delirium tre- 
mens, acute hallucinosis, tremulousness 

@ The acute psychotic'—acute excita- 
tion due to various psychoses 

@ The drug addict!—withdrawal syn- 
drome: nausea, vomiting, muscle and 
bone pains, abdominal cramps, gen- 
eral malaise 


FINDINGS: 

“The drug...is effective in... maintain- 
ing these subjects in a quiescent detached 
state.... Complications such as jaundice, 
... dermatitis, edema, lactation, basal 
ganglion disturbances, or depression were 
not observed during these studies.””! 


For intravenous, intramuscular, or oral 
administration 
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psychiatric patients 


Prolonged anorexia 

of psychic origin... 

may often lead to functional anorexia 
via malnutrition — thus complicating 
therapy. 

Many investigators have called atten- 
tion to the necessity of nutritional fac- 
tors for the maintenance of structure 
and function of the nervous system.! 
Jolliffe has recommended that when- 
ever intake of the right kind of food is 
curtailed, fortification of the diet is 
in order.? 


Poor diets of malnourished psychiatric 
patients can often be fortified more 
readily than they can be changed, as 
individual food fads and food prepara- 
tion practices are usually the result 
of long ingrained habit. Fortification 
even of poor diets with Sustagen 
will frequently overcome asthenia and 
anorexia. 


Following initial replenishment of nu- 
tritional reserves, previously malnour- 
ished patients become more cooperative 
in following new dietary programs. 


1. Peterman, A, and Goodhart, RS: 
Current Status of Vitamin Therapy in 
Nervous and Mental Disease, Jo Clin 
Nutrition 2: 11-21 (Jan-Feb) 1954 


. Jolliffe, N., Conference on Nutrition and 
Metabolic Considerations in Disease, 
College of Physicians, Philadelphia, 
November 9, 1955 


Sustagen is supplied in powder form in 1 
pound, 24% pound and 5 pound cans, One 
pound provides 1750 calories, including 
105 Gm. protein. 


need food for therapy 


Sustagen’ 


Therapeutic Food for 
Complete Nourishment 


e restores appetite 
e overcomes asthenia 


e promotes a feeling of well-being 


Sustagen is the only single food which 
contains all known nutritional essentials: 
protein, carbohydrate, fat, vitamins and 
minerals. It may be used by mouth or tube 
as the only source of food or to fortify 


the diet in brief or prolonged illness. 


MEAD) | SYMBOL OF SERVICE IN MEDICINE 


i MEAD JOHNSON &@ COMPANY + EVANSVILLE 21, INDIANA, U.S.A, 
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for a sound 
sleep tonight, 
a calm day 
lomeorrow... ‘il 


Nembu-Serpin’ 


Restful nigh‘s are added to calm days for anxiety and mild hypertension 
patients when you prescribe Nembu-Serpin. The 30 mg. ('@ gr.) of short-acting 
Nembutal (Pentobarbital Calcium) in each tiny Filmtab quickly induces drowsiness at 
bedtime, followed by refreshing sleep. Then the 0.25 mg. of longer-acting reserpine in 
each Filmtab calms patients all through the following days. 


Patients experience almost immediate relief as Nembu-Serpin’s 
sedative-tranquilizing action rapidly takes effect. Then their sense of well-being in- 


creases during the following few days. Nembu-Serpin avoids prolonged waiting for a 
cumulative response to reserpine. 

Small dosages add safety, simplicity, economy for patients. Dosage 
schedules are simple, medication economical; just one Nembu-Serpin Filmtab at bed- 


time will calm the worries of most anxiety patients. 
Nembu-Serpin Filmtabs —in bottles of 100 and 500. Obbott 


Film-sealed tablets 
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A tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


@ well tolerated, non-addictive, essentially non-toxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffinesas 
®@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
®@ orally effective within 30 minutes for a period of 6 hours 
Indications: anxiety and tension states, muscle spasm. 


M. lt 
the original meprobamate— 2-methy!-2-n-propyl-1,3-propanediol dicarbamate—U S Patent 2,724,720 
SUPPLIED: 400 mg scored tablets Usual dose: | or 2 tablets tid. 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunawick, N. J. Wy, 
Literature and Samples Available on Request NA 


= 
THE MILLTOWN MOLECULE 
a 
2 ee 
‘ 
= 
XI 


the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Modél RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current. increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FOCAL TREATMENT—wnilateral and bilateral 
e MONO-POLAR TREATMENT—vnon-convulsive or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 


ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 


BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE AND TEXT - BOOKS. 
REUBEN REITER, Sc.D. 

38 WEST 48th STREET, NEW YORK 36, N. Y. 
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INDICATIONS 
For Sedative Treatment 
For Neuromuscular Diseases 
For Cerebral Stimulation 


To initiate or taper off 
non-convulsive or convulsive 
treatment 


For pre-treatment and post- 
treatment anxiety 


For post-convulsion 
restiessness 


For painful conditions 


For motor point stimulation 


the SedAc 
REITER’S NEUROSTIMULATOR 
EMPLOYS VERY SAFE 
HIGH FREQUENCY CURRENTS. 


REUBEN REITER, Sc.D. 


TRADE MARK 


THE REITER 
NEUROSTIMULATOR 


anew companion instrument which 
further establishes the versatility 
of the Reiter electrostimulator 
RC-47D. 


Now painless high frequency current 
treatments are possible with the SedAc 
used in conjunction with the Model RC- 
47D. A very small portion of the RC-47D 
current potential is used. A unique de- 
vice extracts only very high frequency 
currents which provide a mild stimula- 
tory effect. Completely safe as well as 
painless, the SedAc treatments build 
patient confidence. The patient is awake 
throughout the treatment—no barbitu- 
rates need be administered. 


a v indicator shows the relative 
amouni of current entering the patient. 
A graduated control with three ranges 
of fineness is provided. An exclusive 
feature of the Reiter SedAc NEURO- 
STIMULATOR is provision for a change of 
treatment to convulsive therapy. 


For use with the Model RC-47D elec- 
trostimulator; the SedAc instrument is 
housed in a matching walnut case. The 
cost of the SedAc is incomparably low 
—only $77.50 complete. 


38 WEST 48th STREET, NEW YORK 36, N. Y. 
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“Theirs is the need—and 
the right to have. 
Ours is the challenge—and 
the will to provide.” 


Tue Woops SCHOOLS 


For Exceptional Children Provides: 


1. Medical, Psychiatric, Psychological and Educational Serv- 
ices in a friendly, understanding environment. 


2. Around-the-clock care and individual training for each 
child, from nursery levels to adulthood. 


3. Opportunities to meet practical situations, to learn good 
work habits, and to enjoy social experiences toward the de- 
velopment of the “whole” child. 


4. Continuous research into the causes, treatment and pre- 
vention of retardation and emotional disturbance—and mak- 
ing these findings available for use everywhere. 


MEDICAL STAFF 


C. Apamson, M.D., 
Director of Child Study, Treatment and 


Research Center 


Wittiam L. Noe, Jr., 
Director of Medical Services 


Eucene B. Speirz, M.D., 
Neuro-Surgery Consultant 


R. ANcus, M.D., 
Psychiatry Consultant 


Edward L. Johnstone 
President 


THE WoOobDs SCHOOLS 


A Non-Profit Organization Founded in 1913 


LANGHORNE, PENNSYLVANIA 


PSYCHOLOGICAL STAFF 


E. Donatp Loncenecker, Pu.D., 
Chief Clinical Psychologist 
Myrtite E. Wamerer, M.A. 
Fritz Stimner, M.A. 
Burcuarp, M.A. 
Heica Scuurtrz, Dipl.-Psych. 
FRANK P. Bakes, Pu.D., 
Attending Consultant in Speech 
.M. Srranc, Pu.D., 
Attending Consultant in Reading 
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Lumina) and Luminal Sodium — time-tested, effective dampers of 
cortical overactivity —control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 


FOR ORAL USE: 
... LUMINAL OVOIDS 
Distinctive Sugar Coated Oval Shaped Tablets 
Easy Color Identification of Dosage Strength 
e 4 grain (yellow) 
e 14 grain (light green) 
e 11% grains (dark green) 


... LUMINAL ELIXIR (14 grain/teaspoonful) 
FOR PARENTERAL USE: 
... LUMINAL SODIUM 


Hypodermic Tablets of 65 mg. (1 grain). 
Ampuls (powder) of 0.13 Gm. ( 2 grains) and 9.32 Gm. (5 grains). 
Ampuls (solution in propylene glycol) of 1 cc.—0.13 Gm. (2 grains) — 
and 2 cc.—0.32 Gm. (5 grains). 
Vials (solution in propylene glycol) of 10 cc., 0.16 Gm. 
(214 grains) per cc. 


THE PIONEER BRAND OF PHENOBARBITAL 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


(I) inithop LABORATORIES 


NEW YORK 18, N.Y. WINDSOR, ONT 
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Versatile, moderately long-acting hypnotic 


@ produces controlled hypnosis for psychiatric evalu- 
ation 


@ restores normal sleep cycle in acute excitement 

@ prevents convulsions during shock therapy 

@ provides prompt and prolonged narcosis in psychiat- 
ric patients 

@ aids in differential diagnosis between functional and 
organic disease 


Available in: Pulvules 1 grain 3 grains 
Ampoules 1 grain 1 7/8 grains 
3 3/4 grains 7 1/2 grains 


15 1/2 grains 
ELI LILLY AND COMPANY ¢e INDIANAPOLIS 6, INDIANA, U.S.A. 
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I am very proud to be a Life Fellow of 
The American Psychiatric Association, and 
I cannot convey to you the appreciation I 
have for you for bestowing the great honor 
of serving you as Secretary for four years, as 
President-Elect, and for honoring me last 
May with the highest office in the Association. 
I am truly grateful and humble. The six 
years that I have served as one of your 
officers have at times been somewhat arduous, 
but mostly the duty has been pleasant and 
gratifying. No one who has served as an 
officer or councilor can help observe the un- 
and devotion of the officers, 
council and executive committee of your As- 
sociation. I cannot fail to mention the dedi- 
cated service rendered by Dr. Daniel Blain, 
your Medical Director, Mr. Austin Davies, 
your Executive Assistant, and Mr. Robert L. 
Robinson, your Public Information Officer, 
as well as their office staff. 

One thing which distresses me at this 
meeting is that Dr. William Terhune was not 
here earlic. ‘9 announce to you the successful 
accomplisiiment of the building fund drive. 
[ want to thank Bill Terhune and his hard- 
working committee and each of you who 
contributed te this good cause. Especial men- 
tion and thanks is made to Mr. Robinson and 
his office staff. 

During the past year there have been many 
changes in the Central Inspection Board. Dr. 
Ralph Chambers, Chief Inspector of the 
Central Inspection Board since its organiza- 
tion, resigned, as of September 1, after seven 
years of loyal and intensive work. Dr. Bush, 
formerly Director of the Architectural Study 
Project was appointed Chief Inspector as of 
March 1, 1956, and Dr. D. C. Gaede, Rear 
Admiral, retired, U. S. Navy, was appointed 
Inspector in February 1956. Dr. McDaniel 
who has been with the Central Inspection 
3oard for three years has also been a loyal 
member of the staff. Sixteen hospitals have 
been inspected during the past year—eleven 
in Pennsylvania, one in Nevada, two in 
Maine, one in Canada, and one Veterans Ad- 
ministration hospital. The Central Inspection 
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Board is now working out a schedule for 
the inspection of private mental hospitals 
over fifty of whom have requested the serv- 
ice to date. 

Dr. Lucy Ozarin has been appointed Di- 
rector of the Architectural Study Project. 

We have been very gratified with the suc- 
cessful growth of the district branches in the 
Assembly during the past year. Their efforts 
have been largely in improving the organiza- 
tional structure and procedures of the As- 
sembly and in expanding the geographical 
areas covered by the district branches and 
stimulating the organization of new branches. 
It is hoped that before long the whole geo- 
graphical area of the Association will be 
covered by district branches. 

Dr. Malamud, in his report as Secretary, 
has previously reviewed the important trans- 
actions of the council and the executive com- 
mittee for the year. There are several ac- 
complishments which I would like especially 
to call to your attention. 

The council has directed the Committee 
on Private Practice to investigate the matter 
of psychiatrists’ fees charged physicians and 
their dependents. The Con:mittee on Legal 
Aspects of Psychiatry is now studying a 
matter very important to us which is the legal 
vulnerability of psychiatric medical records. 
There are, I believe, seventeen states in the 
Union that do not recognize privileged com- 
munications between physician and patient. 
The fact that psychiatric medical records are 
not privileged may be a surprise to many of 
you. The Committee on Increasing Responsi- 
bilities is studying the question of creating 
a standing committee on civilian defense, 
community mental health, mental deficiency, 
and social psychiatry. The executive com- 
mittee has already created a standing com- 
mittee on aging and an ad hoc committee 
on mental retardation which will be in liaison 
with the American Mental 
Deficiency, hoping that with this liaison we 
can work as a better team in this closely re- 
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a complete study of committee structure be 
undertaken. The question of expanding 
APA service to its members and others has 
been under study, and the Medical Director 
has been authorized to investigate the 
methods and expenses that would be in- 
volved in publishing a Spanish edition of 
the Newsletter. This would be with the idea 
of extending better coverage to our Latin 
American members. The Committee on Re- 
lations with Psychology has done a prodi- 
gious amount of work with a similar 
committee from the American Psychological 
Association and have been more or less suc- 
cessful in their efforts to have a better under- 
standing with the American Psychological 
Association and to defeat bad laws concern- 
ing the licensure and practice of psychiatry 
by clinical psychologists. 

lor the first time in the history of the As- 
sociation, we will have a formal ceremony 
for the induction of Feliows. This meeting 
will be in the Terrace Casino of the Morrison 
Hotel at 8:30 this evening. This ceremony 
should have been so dignified long ago, and 
we hope that the one tonight will be a success 
and will be well attended by the whole mem- 
bership— I urge you to come. 

Divisional meetings of the Association 
have been authorized and scheduled. There 
was one last Fall in San Francisco, and one is 
scheduled in Montreal in November of this 
year. There will be another in Los Angeles 
in the Fall of 1957. The 1958 Annual Meet- 
ing will be held in San Francisco, with the 
possibility of holding a one- or two-day 
meeting in Honolulu subsequent to the meet- 
ing. Philadelphia will be the the site for the 
1959 Annual Meeting. The Executive Com- 
mittee has authorized the Medical Director 
to hire an assistant. Funds have been pro- 
vided by a foundation. 

Because of the long and faithful services of 
the editor of our JouRNAL, council has author- 
ized testimonial edition of the AMERICAN 
JourNAL or Psycutatry to Dr. Clarence B. 
Farrar sometime next year. This is a well 
deserved recognition. A committee has been 
appointed to develop a new biographical di- 
rectory to be published in 1960. Next year 
you will vote for a constitutional amendment 
on the recommendation of the Commission 
on Long Term Policies regarding the estab- 


lishment of two Vice-Presidents of the As- 
sociation. 

One of the big accomplishments of the 
year has been the creation of a Joint Com- 
mittee on Mental Illness and Health, headed 
by one of our able ex-Presidents, Kenneth 
Appel. This committee will study psychiatric 
needs of the whole country and will submit 
at a later date a report similar to the Flexner 
report of 1913 which revolutionized the 
teaching of medicine in America. This joint 
committee is made up of members of The 
American Psychiatric Association, the 
American Medical Association, the Ameri- 
can Psychological Association, and about 
fifteen other organizations in the country 
interested in mental health. During this year 
the bill sponsored by the Surgeon General of 
the Public Health Service was passed by 
Congress which will make grants for the 
carrying out of a program of research into 
and study of our resources, methods, and 
practices for diagnosing, treating, caring for, 
and rehabilitating the mentally ill. This bill 
was proposed during Dr. Noyes’ presidency. 
Large sums of money have already been au- 
thorized to make this study, and the joint 
committee is already at work. 

A contract has been executed between a 
large television producer and The American 
Psychiatric Association to produce a weekly 
film on mental illness which will be censored 
by our Association and nationally telecast. 
This will produce considerable income to the 
Association if and when a sponsor is secured. 
A nationally televised program on mental 
illness was recently exhibited with the spon- 
sorship of The American Psychiatric As- 
sociation, which was well received. 

The Psychiatric Research Fund has been 
created to raise money for this purpose and 
will be directed by Dave Garroway of tele- 
vision fame, and a board of directors. Two 
of your officers and other members of the 
Association are members of this board. 

I feel gratified that in my year as Presi- 
dent the Association has made progress, and 
I hope that what we have accomplished will 
be of lasting benefit to the Association. Hav- 
ing given you a partial accounting of my 
stewardship, I will now discuss with you the 
subject of my presidential address : “Conflict 
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and Cooperation between Religion and Psy- 
chiatry.” 

Interprofessional and interpersonal con- 
flicts have the common quality of being ex- 
tremely complicated dynamic processes. For 
example, when we attempt to examine some 
of the past conflicts between religion and 
psychiatry, in order to gain a measure of per- 
spective for our present concern, we become 
almost immediately aware that psychiatry has 
been engaged in struggles involving many 
segments of society, and not merely with 
some of the institutions of religion. As Dr. 
Zilboorg makes clear in his History of Medi- 
cal Psychology, one of psychiatry’s most 
acrimonious antagonists over the centuries 
has been the medical profession itself! Onl 
recently have we begun to enjoy the approba- 
tion of most of our medical colleagues. 

The institutions of religion have likewise 
had their share of intramural and extramural 
conflicts, many of them not yet fully resolved. 
Examples are interdenominational conflicts 
even within the boundaries of major faith 
groups, the centuries-old struggles between 
church and state, and the “warfare” between 
science and religion. 

Inasmuch as psychiatry or religion have 
been identified with other forces engaged in 
conflict, they have unwittingly been drawn 
into the struggle even when no inherent rea- 
son existed for conflict between them. 

Perhaps the prime example of this kind 
of conflict is involvement in the larger 
struggle between science and religion, or, 
more properly, between various scientific and 
theological systems. Broadly speaking, this 
var between science and theology has been 
waged on three successive fronts: what we 
may describe as (1) the world around man, 
(2) the world of man, and (3) the world 
within man. 

The conflicts which concerned the world 
around man began when the discoveries of 
Copernicus and Galileo challenged the 
ptolemaic system of astronomy. To the ex- 
tent that men had erected their theological 
systems upon the foundation of a particular 
view of the world around them, they were 
threatened by a different view. Some of them 
even refused to look through the telescope 
lest their new perceptions should confront 
them with the necessity for alteration of be- 


liefs. Others, however—and their tribe in- 
creased—felt that faith was founded upon 
something more enduring than any particular 
view of the physical universe. Such people 
could welcome the new knowledge, assimilate 
it, and work their way through to a firmer 
faith. 

After the passage of the centuries, we can 
now see that the so-called conflict between 
science and religion in this period was not a 
genuine conflict between science and religion, 
but actually was a clash between two sci- 
entific systems. The latest word is seldom 
the last, even in science! The conflict was 
actually a form of displacement, and involved 
religion only as religion had identified itself 
with the earlier one of these systems. Religion 
as religion could and did profit by the in- 
creased knowledge of the “rules” or “laws” 
by which nature and nature’s God operate 
in the vastness of the world around man. 

The next period of conflict concerned 
the world of man—not the starry firmament 
above, but man himself, and most particularly 
his origin and development as a race. It was 
far more threatening for man to face new 
knowledge about himself than it had been 
for him to stretch his mind to the dimensions 
of an expanding universe: We count the 
stars more comfortably than we count our 
ancestors! The closer man comes to himself, 
the more secure he has to be in himself. 
With the rise of Darwinism, the modifica- 
tions of post-Darwinism, and the collateral 
if not consequent development of the social 
sciences, many people quite understandably 
resisted both the presented facts and the im- 
plications of the emerging view of this world 
of man. And once again “religion” was uti- 
lized as a defense. 

Even in the relatively brief period that has 
elapsed since the acute exacerbation of the 
symptoms of this conflict, we have seen once 
again that there is not necessarily any conflict 
between science and religion as such. Most 
religious persons in our culture have assimi- 
lated many of the insights of the social sci- 
ences concerning the manifold ways in which 
or through which the Eternal moves “His 
wonders to perform.” 

Thus gradually we have moved from an 
increased knowledge of the functioning of 
the world around man, to the world of man, 


t 


4 PRESIDENTIAL ADDRESS. 


[July 


and now at last to the world within man. As 
we have come ever closer to the citadel of 
the self, it should not surprise us that new 
or additional conflicts emerge, and that the 
antagonists in this instance appear as psy- 
chiatry and religion. 

Many signs indicate that the symptoms of 
this conflict have subsided remarkably within 
the past few years. Whether something 
more profound than a remission of symptoms 
has occurred remains to be seen. Conflict, 
whether interpersonal or interprofessional, 
can be creative as well as destructive; and 
the premature resolution of conflict is often 
hazardous. 

In any event, such conflict as presently 
appears to exist between psychiatry and re- 
ligion can be understood, at least in part, as 
a perpetuation of the pattern of the past. 
This is the latest chapter in the history of 
the ‘‘warfare” between science and religion. 
On the basis of past history, we can reason- 
ably predict the outcome so far as the “sci- 
entific” part of psychiatry is concerned, But 
psychiatry is not wholly science. In any 
truly scientific sense, the most we can say is 
that we “know in part” even as we seek to 
gain more complete and more adequate 
knowledge. 

I believe that most of us are now in general 
agreement that, whatever the situation may 
have been in the past, no basic reason pres- 
ently exists for conflict between psychiatry 
and religion as such. Indeed, many of us in 
both professions can attest to mutually cor- 
dial and helpful relationships throughout our 
entire professional careers. On the other 
hand, psychiatry in at least some of its forms 
has been under attack by some clergymen; 
and religion, in at least some of its manifesta- 
tions, has been under attack (or treatment) 
by some psychiatrists. Be it noted also that 
some psychiatrists are as apprehensive about 
clergymen “doing therapy” as some clergy- 
men are about catching psychiatrists in the 
act of “forgiving sins.” 

By and large, however, the present status 
of our relationship seems to be most ade- 
quately described as one of “peaceful co- 
existence.” This is largely an attitude of “We 
won't bother you if you don’t bother us. This 
way we will all be happy, and from time to 
time we will have a get-together in which we 


express our mutual admiration, after which 
we return to our separate ways and distinct 
differences !” 

What I want to do is to express my con- 
viction that we are ready to move gradually 
from a status of peaceful co-existence to one 
of active cooperation. And then I want to 
say something about the conditions under 
which I believe effective cooperation can 
helpfully take place. 

Co-existence, without active cooperation, 
requires either extreme separateness or the 
drawing of rigid boundaries that are unreal- 
istic from the standpoint of the therapeutic 
situation. It is sometimes said, for example, 
that the clergyman in his “counseling” may 
appropriately deal with conscious material, 
while the key to unconscious material must 
be kept locked in the desk, or under the 
couch, of the psychiatrist. 

On the surface, this dichotomy sounds like 
a neat formula for functioning in a fashion 
that will avoid any trespass of metes and 
bounds. However, we psychiatrists deal with 
conscious material as well as with that which 
is unconscious. And it is a matter of most 
common observation that such boundaries 
as exist between “conscious” and “uncon- 
scious” are often exceedingly tenuous and 
flexible. Moreover, when we deal with the 
conscious material, some of what was hitherto 
unconscious rises to conscious awareness. 
When we say that the clergyman may prop- 
erly deal only with conscious material, we 
must either define more clearly what we 
mean or drop this dichotomy in favor of a 
more realistic approach. 

Even so, we are forced to the realization 
that religion historically deals with the un- 
conscious as well as the conscious; indeed, 
this is part of the genius of religion: To 
reach the very depths of human motivation, 
even the “heart,” out of which are “the issues 
of life’ (Proverbs 4:23). The language 
of devotion expresses much that penetrates 
into the depths of one’s being: “Search me, 
© God, and know my heart! Try me and 
know my thoughts!” ( Psalm 139: 23), “Clear 
Thou me from hidden faults.” (Psalm 19: 
12), “All that is within me bless His Holy 
Name!” (Psalm 103: 1). 

Again the formula is sometimes in terms 
of the clergyman must not “do therapy” 
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while the psychiatrist must not usurp the 
prerogative of “forgiving sins.” If healing 
and the forgiveness of sin could be always 
neatly separated, with neither having any- 
thing really significant to do with the other, 
the problem might be a minor one. As it is, 
however, the problem is most persistent and 
has existed in a clearly stated form for nearly 
twenty centuries. When Jesus of Nazareth 
was taken to task because of the nature of 
his therapeutic relationship with a certain 
man, he asked: “Which is easier, to say, 
‘Your sins are forgiven,’ or to say, ‘Rise and 
walk’’’? (Matthew 9:5). Sometimes it is 
“easier” on the patient to utilize one ap- 
proach, and sometimes another. But that 
health and the release of feelings of guilt 
are intimately related, there can be little 
doubt. 

Only the process of active cooperation can 
determine the means by which we can deal 
most helpfully with some of our patients. 
The respective roles of psychiatrist and 
clergyman are to be determined not so much 
by rigid metes and bounds as by general 
areas of special competence. For the clergy- 
man, as well as for the psychiatrist, the ques- 
tion is not so much whether he will deal with 
some of the unconscious material as it is how 
he will deal with it. Moreover, everyone 
who becomes involved in the therapeutic situ- 
ation is “doing therapy” of one sort or 
another ; the question is what kind of therapy 
he can do most effectively? Obviously, the 
qualified clergyman will not aspire to be- 
come just another psychiatrist ; and the quali- 
fied psychiatrist will recognize that he has his 
own special competence and responsibility for 
the welfare of the patient. 

Another reason for the active cooperation 
of psychiatrists and clergymen derives from 
the fact that a vast amount of human unrest 
—the concern of both psychiatry and religion 
—tidal upon the beach. 
Whether such a movement is for good or ill 
is not our present specific concern ; it is, how- 
Re- 
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ever, a fact with which we have to deal. 
gardless of our own individual religious or 
nonreligious commitments or attitudes, as 
psychiatrists we need to be as accepting of 
our patients’ religious situation as of any 
other significant area in their lives. This re- 
quires of us, at the least, sufficient under- 


standing of the functioning of religion (in 
both its healthy and pathological manifesta- 
tions) to enable us to communicate with our 
patients when they need to explore these 
areas of their experience. To be sure, we do 
not have to refer to a clergyman every pa- 
tient whose symptums show some religious 
coloring any more than we have to refer to an 
internist everyone with a somatic complaint 
(though on occasion such referrals are indi- 
cated in both these instances). We do, how- 
ever, need to recognize the big motion to- 
ward a religious solution of many human 
difficulties; and one of the opportunities 
which active interprofessional cooperation af- 
fords is an increased understanding of the 
functioning of the religious sentiment in our 
patients. We need the utmost in competent 
cooperation to work through this large prob- 
lem. 

Now I want to the conditions 
under which effective cooperation can help- 
fully take place. 
summarized in a simple statement: Properly 
qualified persons in both professions work- 
ing closely together can accomplish much. 
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Already I think I have emphasized suffi- 
ciently the need for active cooperation for 
the welfare of our patients. Also, I have 
called attention to the need for psychiatrists 
to gain an understanding of religious func- 
tioning in both its healthy and pathological 
manifestations. Now I want to direct our at- 
tention to the special need for clergymen who 
are properly qualified to work with the men- 
tally ill. 

And I should like to approach this part 
of our topic by calling attention to the fact 
that in 1844, at the organizational meeting 
of the Association of Medical Superintend- 
ents of American Institutions for the In- 
sane (now The American Psychiatric As- 
sociation ) several “important subjects” were 
discussed and referred to committees for 
further study. One of these “important sub- 
jects” was listed as “on chapels and chaplains 
in insane hospitals.” (Journal of Insanity, 
April 1846, Vol. II, No. 4, pp. 391-392.) 

At least some of the founders of our As- 
sociation were most favorably impressed by 
the work of some of the chaplains in their 
institutions. The October 1845 issue of the 
Journal included an eight-page article by its 
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Editor, Dr. Amariah Brigham, on “Religious 
Services in lunatic Asylums—Duties of the 
Chaplain.” He concluded: ‘We hope to see 
chaplains thus qualified, attached to every 
large asylum for the insane. We believe 
they would be eminently useful.” (p. 123.) 
In 1846, when Dr. Samuel B. Woodward, 
President of the Association, spoke on “The 
Medical Treatment of Insanity,” he included 
“Religious Teaching” among the practices 
which he said had led to “The improved Con- 
dition of the Insane.” (Quoted by Over- 
holzer, in One Hundred Years of American 
Psychiatry, p. 48.) 

In many respects the situation today pre- 
sents a striking parallel to the conditions of 
more than a century ago. That we are wit- 
nessing an upsurge of religious interest and 
are experiencing the results of the efficacy of 
the work of some clergymen with the men- 
tally ill and emotionally disturbed, there can 
be little doubt. But what we must always re- 
member is that neither psychiatry nor re- 
ligion is mediated in vacuo ; both are mediated 
through people, and they are mediated most 
effectively through individuals in whom spe- 
cific and adequate training has been joined 
to a temperament befitting them for this 
calling. 

Today, when many mental hospitals are 
asking—if not begging—for chaplains in re- 
sponse to a re-awakened religious interest 
and the demonstration of what some chap- 
lains and psychiatrists have been able to 
accomplish by working in active cooperation, 
it behooves us to heed a word of warning: 
Only properly qualified clergymen and psy- 
chiatrists can work together in active co- 
operation and produce results which are re- 
warding to their patients. 

Perhaps it was Dr. Isaac Ray, more than 
any other aniong the founders of our As- 
sociation, who recognized the paramount im- 
portance of this fact. The JourNat of April 
1846 carried an extended report of Dr. Ray’s 
visits to the mental hospitals in Great Britain, 
Irance, and Germany. As he reported his 
“observations” of this visit, he made a dis- 
criminating appraisal of the work of the 
chaplains in these various hospitals. On the 
one hand, he expressed himself in strong 
agreement with the point of view that “The 
sick stand in need of religious advice and con- 


solation” (p. 379). At the same time, he 
was greatly troubled by what he observed in 
Great Lritain, where the employment of 
chaplains was almost universal. In these 
words he summarized what he considered the 
unanimous opinion of the medical officers in 
the hospitals which he visited in that country : 
“It was thought that, to render any essential 
service in their clerical character—to avoid 
doing harm indeed—there was required more 
practical knowledge of insanity, more knowl- 
edge of mankind in their sound as well as un- 
sound condition, than the education and 
habits of clergymen enable them to obtain” 
(p. 380). He felt that the requisite training 
at that time could “. . . be gained only by 
years of daily observation.” In France, how- 
ever, he found that the work of the chaplain 
was “generally favored” (p. 382). But in 
this instance he noted conditions which 
ss would make their influence very dif- 
ferent from that of the British and American 
Protestant clergy.” He concluded on the wist- 
ful note: “Jacobi, I am aware, attaches much 
importance to the labors of the resident 
chaplains, but if we are to insist upon the 
qualifications which he requires them to pos- 
sess, it will be long, probably, before we shall 
be able, in this country, to avail ourselves of 
their services” (pp. 382-383). 

Reflection upon Dr. Ray’s words would 
suggest that not every clergyman is properly 
qualified to minister to the mentally ill, even 
though he be employed by a mental hospital 
and is called “Chaplain.” This should not 
surprise us—or at least it should not sur- 
prise us any more than the fact that not 
every licensed physician is qualified to prac- 
tice psychiatry. We cannot employ clergy- 
men of mediocre calibre, gratuitously bestow 
upon them the title “Chaplain,” and expect 
beneficial results. But what we can do is to 
insist upon adequate cualifications, both of 
temperament and training, and then work 
together in active cooperation. 

The ways of working most effectively to- 
gether should be the object of our continuous 
and critical study and most conscientious en- 
deavor. Some of these ways are already be- 
fore us; others will readily suggest them- 
selves as we proceed. 

Our active cooperation may take place at 
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several different levels and with varying 
degrees of intensity. Already I think I have 
said enough to indicate the rich possibilities 
at the hospital level. At the community level, 
psychiatrists and clergymen may discover a 
considerable potentiality for communication. 
Communication. at this level may express it- 
self in several ways. For one thing, it may 
be principally individual communication, such 
as a psychiatrist consulting a clergyman about 
some of the aspects of his patients’ problems, 
or a clergyman consulting a psychiatrist 
about the most effective ways to be helpful 
in his relationships with some of his parish- 
ioners. In other instances, communication 
can be greatly facilitated in groups. Larger 
groups may arrange for competent speakers 
to give occasional addresses on various as- 
pects of the relationship between psychiatry 
and religion. Smaller groups, composed of 
the most interested and competent persons 
in both professions, may meet regularly (say, 
once a month) in seminar fashion for their 
mutual enlightenment and deeper explora- 
tions of their mutual common concerns. 
Within the framework of our Association, 
we have opportunity for still further co- 
operation. The Association of Mental Hospi- 
tal Chaplains meets at the same time and 
place as our Association, and the chaplains 
arrange their program in such a way that 
they can attend many of our sessions. Thus 
we have with us at each of our annual meet- 
ings the mental hospital chaplains who are 
most concerned with this problem and who 
are most competent to work creatively on it. 
It would seem appropriate to suggest to our 
Association that the executive committee 
study the advisability of forming a section on 
psychiatry and religion (comparable to our 
other sections of continuing concern), and 
that the Association of Mental Hospital 
Chaplains be invited to join with us in the 
planning and operation of such a section. 
A continuing section on psychiatry and re- 
ligion would make a significant contribution 


to our program at our annual meetings; it 
would also provide interim coordination and 
leadership for interested groups through- 
out the country. We know that at least 
several such groups are already in operation. 
It would be of large value to all of us to have 
the benefit of their coordinated contributions 
to our common concern; autism within our 
profession scarcely becomes us, and need not 
be perpetuated beyond the necessary stages 
of more or less isolated creativity. 

In pursuing such forms of active coopera- 
tion as I am proposing, it should not surprise 
us too much if we discover not merely addi- 
tional opportunities for cooperation, but also 
some conflicts of which we are presently not 
aware. If conflicts can take place within the 
atmosphere of communication, they are to be 
welcomed and even encouraged, for working 
through our interprofessional conflicts will 
lead to greater mutual understanding and 
more effective cooperation. We should be- 
come appropriately apprehensive only if rep- 
resentatives of psychiatry and religion should 
fall into the trap of constituting a mutual 
admiration society, mistaking backslapping 
for mind- and soul-searching, and counter- 
feiting communion by corrupting com- 
munication, 

There are several national groups com- 
posed of members of all faiths banded to- 
gether who have as their objective the re- 
solving of conflicts and the over-all coopera- 
tion between psychiatry and religion. To 
my knowledge several of these organizations 
have officers and members who are affiliated 
with The American Psychiatric Association. 

If we can deal forthrightly with one an- 
other and with ourselves, as I believe we 
must ; if we can acquire the humility appro 
priate to the magnitude of our task, as | 
believe we can—we have the fair hope of 
avoiding many of the errors of the past, 
penetrating at least some of the barriers of 
present ignorance, and enlarging our area of 
usefulness, 


Just how close our eighty-second presi- 
dent came to being a circuit-riding Methodist 
minister will always remain a mystery, but 
no doubt the influence of the home and other 
environment had to be reckoned with before 
he decided to study medicine. 

Dr. Gayle was born in Norfolk, Virginia, 
on December 8, 1891, the eldest son but the 
fourth of seven children born to the Rev. 
R. Finley Gayle and Mary Janette (Young) 
Gayle. The fact that his father’s work took 
him to Danville, Urbana, and Richmond 
probably saved him from the possibility of 
becoming a seagoing man, yet he received 
his high school education in the Norfolk 
public schools. 

It appears, however, that in spite of strong 
urging from his parents, especially his father, 
young Finley was very determined to study 
medicine, and accordingly entered Medical 
College of Virginia in Richmond, and gradu- 
ated from there in 1915. During his medical 
school days the young student attracted the 
attention of the renowned Dr. R. Beverley 
Tucker, a close friend of the noted Dr. Weir 
Mitchell. This developed into an association 
and relationship which Dr. Gayle recalls with 
much reverence, At first the young medical 
student was invited to take up residence at 
Dr. Tucker’s Hospital and take night calls 
and do laboratory work. To cap this off Dr. 
Tucker offered to pay him 25 dollars per 
month, 

Young Gayle was at that time behind with 
his board bill, so this offer seemed too good 
to be true, but he immediately showed a 
characteristic which can at times still be 
recognized in him. He told Dr. Tucker he 
would think it over and let him know later. 
No doubt young Gayle did not pore over this 
problem too long and really had little diffi- 
culty in making up his mind. So he went to 
live at Dr. Tucker’s Hospital, which not only 
gave him a delightful place to live, but paid 
him a nice sum in addition. Some might 
ascribe this to luck, but when you know 
Finley the element of luck fades out. 
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R. FINLEY GAYLE, JR., M. D., PRESIDENT—1955-56 
A BiocraPHicaL SKETCH 
JOSEPH E. BARRETT, M.D., Ricumonp, Va. 


He became so interested in the neurological 
sanatorium that he completely discarded 
previous ideas of becoming a surgeon and 
instead has worked himself to a position of 
top honor man in the field of psychiatry ; viz., 
President of the American Psychiatric As- 
sociation, 

Following his graduation from medical 
school he did further preparatory work at 
Orthopedic Hospital Infirmary for Nervous 
Diseases in Philadelphia, at Municipal Hespi- 
tal, Philadelphia, and at New York Neuro- 
logical Institute. 

He had all plans made to return to Rich- 
mond immediately upon completion of this 
advanced training, but just at this time World 
War I broke out and he enlisted in the Army 
Medical Corps in 1917 as a lieutenant. He 
went overseas in 1918 with Base Hospital 
117, which was the treatment center for war 
neurosis. Later he was psychiatrist for the 
Third Division in the A.E.F. and also in the 
Army of Occupation in Germany, with the 
final rank of captain. 

Almost immediately upon his return to the 
States he married Miss Elizabeth Marshall 
Cole, whose father, like Finley’s, was a 
Methodist minister. 

From the marriage he has two sons and a 
daughter, all now married and with fine 
families. One son, R. Finley Gayle, III, is 
also a physician and has specialized in psy- 
chiatry and neurology. 

On his return from World War I he also 
went into a partnership with Dr. Tucker, 
from which he derived much satisfaction, 
but in 1929 decided to break away and go 
into practice alone. This no doubt required 
much courage, but this is not a characteristic 
that is deficient in Finley Gayle. 

In 1937 he became professor of psychiatry 
and neurology and chairman of the depart- 
ment at the Medical College of Virginia. 

In the position of professor of psychiatry, 
Dr. Gayle has contributed much to enlarging 
the curriculum and advocating the early con- 
tact of the medical student with psychiatry. 
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To this end, more and more medical students 
at Medical College of Virginia are becoming 
interested in psychiatry. 

In 1944 the wife, companion, counselor, 
and mother of three fine children died sud- 
denly and unexpectedly of a heart ailment. 
Several years later he married the former 
Sarah Geer, a native of South Carolina, who 
was at that time a practicing attorney in 
Richmond. Attending his first Bar Associa- 
tion meeting with her several years later, Dr. 
Gayle laughingly described himself as “presi- 
dent of the ladies auxiliary.” 

Right from the beginning of his private 
practice he was a strong crusader for im- 
provement in Virginia’s state mental hospi- 
tals, and is still working actively in this di- 
rection. He knows, as so many do, that the 
state mental hospitals have a vital influence 
on the practice of psychiatry. 

In 1937 when the mental hospitals in 
Virginia were divorced from the Department 
of Welfare, Dr. Gayle was one of the mem- 
bers appointed to the original State Hospital 
Board, and has served continuously since. 
He has always been a strong contender for 
more adequate medical and nursing personnel 
for these institutions so that they can become 
treatment facilities rather than custodial in- 
stitutions. This has been a long, slow process 
in conservative Virginia, but the persistence 
of Dr. Gayle and the other board members is 
beginning to pay off. 

Dr. Gayle’s contributions to the psychiatric 


literature are numerous, for the most part 
in the field of practical clinical psychiatry, 
although many of his writings have a dis- 
tinctly research trend. 

Dr. Gayle is a member of the Common- 
wealth Club of Richmond, past-president of 
the Country Club of Virginia, a member of 
the Farmington Country Club, a member of 
the Sons of the Revolution, a member of the 
Episcopal Church, and a Mason. 

Professionally he is a Life Fellow of The 
American Psychiatric Association, present 
president and formerly secretary of the As- 
sociation for four years; an active member 
of the American Neurological Association ; 
past-president of the Southern Psychiatric 
Association ; Fellow of the Academy of Neu- 
rology ; past-president of the Virginia Neuro- 
psychiatric Society; Fellow of the American 
College of Physicians, and of the American 
Medical Association; and a member of the 
Association for Research in Nervous and 
Mental Diseases ; past-president of the Rich- 
mond Academy of Medicine. 

We in Virginia sincerely admire and honor 
Dr. Gayle for all the things he has done and 
is still doing to improve the teaching of psy- 
chiatry, the encouragement of research and 
the improvement of the treatment of the 
mentally ill, and we are unanimously de- 
lighted that the membership of The Ameri- 
can Psychiatric Association has honored him 
and us by making him their president for 
the year 1955-596. 


THE PLACE OF SEDATIVES IN THE TREATMENT OF 
PSYCHONEUROTICS* 


ROBERT ARNOT, M.D., Boston, Mass. 


As psychiatrists we find our desks littered 
with advertisements and samples of new 
sedatives with which to treat the psychoneu- 
rotics. The purpose of this paper is to de- 
termine what is good, current practice as to 
the use of sedatives. When are they indi- 
cated? Which drugs are believed by their 
users to be of most benefit ? 

In an attempt to answer these questions 
3 methods were used: A review was made of 
the recent books on psychiatric treatment ; 
correspondence was carried on with psychi- 
atrists known to be interested in the problem ; 
and a summary was made of the principles 
and methods of the writer’s own practice. 

Before the observations are reported, we 
shall consider the nature of the psycho- 
neuroses and the type and function of the 
sedatives. s°rom clinical observation a psy- 
choneurosis may be considered as a psycho- 
physiologic disturbance. The condition is one 
both psychologically and physiologically of 
tension and unrest. Traditionally anxiety 
is considered the basic factor, but actually 
tension and depression may be of equal or 
even more fundamental importance. Either 
may precede or follow the anxiety. In most 
cases the 3 factors coexist in varying propor- 
tions. 

To these physiological disturbances are 
related the psychological expression of 
thoughts of inferiority, of guilt, apprehension 
about responsibility, indecision, and exces- 
sive concern with what others think. Psycho- 
logical problems can lead to physiological 
disturbances and vice versa. Psychophysio- 
logic tension state is really more descriptive 
of what we see and what the patient experi- 
ences than is the term psychoneurotic. 

We shall not review in detail the nature of 
the psychological and physiological disturb- 
ances which are well discussed by Hoch(1). 
Gellhorn(2) has worked for many years on 
the nature of the physiological disturbance 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 
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and believes that there is an “increased ex- 
citability of the central nervous system in the 
psychoneuroses.” 

In current practice the barbiturates are 
the drugs most commonly used as sedatives 
to reduce this hyperexcitability. According 
to Goodman and Gilman(3) all the barbitu- 
rates have a similar depressing action on the 
entire cerebrospinal axis, with the cortex and 
reticular activating system being the most 
easily affected. These drugs act to elevate 
the threshold of neurons by stabilizing the 
cell membrane and prolonging the time for 
recovery from excitation. 

In summary, the sedatives, and particuarly 
the barbiturates, act on the psychoneurotics 
to reduce the increased excitability of the 
central nervous system, which, speaking 
clinically, means that the tension and anxiety 
are reduced. 


PSYCHONEUROTICS WITH ACUTE ANXIETY 


In everyday parctice with psychoneurotics 
there are times when sedatives are indicated 
and times when they are not. The largest 
portion of the cases that come to a psychi- 
atrist doing a “general practice” can be diag- 
nosed” as psychoneurosis, mixed type, with 
tension, anxiety, and depression. Obsessive- 
compulsive elements are also present in most 
cases. Hysterical elements are more rare. 
If the psychoneurotic has passed into a phase 
where the diagnosis of acute anxiety state is 
made, sedatives are, in my opinion, definitely 
and promptly indicated. 

We are all familiar with the patient who is 
riding on the commuter train or who is shop- 
ping in the department store and suddenly 
becomes “panicked.” Her heart is pounding. 
She is terrified that she is about to faint or 
die. If a careful history is taken, we find that 
the illness did not “come out of the blue” as 
the patient may at first state. Prior to the 
onset of the attack, she has become increas- 
ingly tense and fatigued. Definite evidence 
of depression such as loss of weight, failing 
appetite, and difficulty in sleeping will often 
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be reported before the attack. The history 
discloses that she was always plagued by 
“feelings of inferiority” and that she has 
been a very “conscientious,” “perfectionistic” 
person. She has tried too hard to get along 
with all people, even those whom she does 
not like. Resentments have piled up. Below 
is a typical case. 


A 38-year-old, single assistant professor of zool- 
ogy was hurrying to teach a class, for which she 
was afraid she would be late, when suddenly she 
became “terribly afraid and felt I had to run.” She 
parked her car as quickly as she could and hastened 
to the home of a friend where she described the “ten- 
sion that I was getting.” This extremely hard- 
working perfectionistic teacher had gone to her de- 
partment head 6 months before to ask for the trained 
assistants whom she knew she neeu.d for her popu- 
lar course. When she was refused “because of the 
budget,” she said nothing. “I got constriction in 
my throat” and walked out. “That has been the ruin- 
ation of me. I'll have peace at any cost.” For many 
years she had worked to 2:00 or 3:00 a.m. and got- 
ten up again by 6:30. But she began to feel more 
tired than she ever had in her life. At night she 
would “cry a great deal. . . . And I’m not the kind 
that cries.” Two days before the attack her physi- 
cian told her that she had a “first-class physical ex- 
haustion.” On the morning of the attack she had 
had to leave the room when she heard some club 
women arguing about a children’s project that was 
most important to her. “It was the loud-voiced 
meeting which set into motion the whole chain of 
events.” 

No evidence could be found that “repressed” sex- 
ual forces were about to “break through.” The pa- 
tient in her tenseness was afraid that something 
“crazy” would happen. She might shout in public. 
She might suddenly use a knife or a darning needle 
to hurt someone. The problem was chiefly one of 
handling anger. 

She was placed on Serpasil 0.25 mg. t.i.d. by her 
medical doctor. “I’m sure that it has quieted me. 
I feel very sure of that,” she said on her first visit 
to my office. But she did not really lose the tension 
until she was placed on barbital 0.6 gm. at 8:00 p.m. 
and Dexamyl 5 mg. at breakfast, lunch, and 4:00 
p.m., essentially as advocated by Myerson(4). Al- 
though Dexamyl increases anxiety in some patients, 
more often it decreases it by alleviating the depres- 
sion. Further, the evening barbital hangs over 
into the next day to counteract some of the Dexamyl 
excitation. 

Psychotherapy consisted of ventilation, explana- 
tion, and reassurance. The patient was filled with 
resentments, but these were not “unconscious.” She 
had in the beginning failed to associate her new 
symptoms with these other feelings which were 
definitely known, although not fully acceptable to 
her. A knowledge of the nature of her illness was 
most helpful in quieting the fear. 

The barbital was discontinued after 4 weeks, as 
was the Dexamyl, except for an occasional dose 


when the patient noted some depression. Chloral 
hydrate 0.5 gm. was used for those few nights when 
she had difficulty falling or staying asleep. 


Sargant and Slater’s(5) preference of a 
drug for this latter situation and actually for 
the whole acute anxiety state is sodium 
amytal : 


This is the drug par excellence for the minor emer- 
gency. It is useful both as a sedative (gr. 1 to 2) 
and as a hypnotic (gr. 3 to 6). In the latter capacity 
it is the drug of choice for the patient who has 
difficulty in getting to sleep; and it may also be 
taken in the middle of the night by the patient who 
wakes up after sleeping well for a few hours and 
cannot sleep again. 


Sargant and Slater also use amytal for 
those patients who, having once suffered an 
acute anxiety attack or actual frightening 
experience, are afraid of specific situations 
such as travelling by train. 


The neurotic who is compelled to avoid particular 
situations because of his fear of fear can guard 
himself by taking gr. 1 to 2 of amytal about an hour 
before the situation has to be faced. The very fact 
that he knows that he has the relief available may 
save him hours of misery and persuade him to 
tackle his particular phobia afresh. This effect was 
particularly noticeable in treating neurotic patients 
during the period of heavy air raids on London. 


They believe that by using sodium amytal 
to suppress the autonomic responses these 
patients can be “deconditioned” to unpleasant 
situations. They also use the sodium amytal 
to help an overworked patient, such as the 
zoology teacher, to return to work when she 
may get panicky just thinking about the re- 
sponsibility. Gradually they reduce the dos- 
age until finally the patient is just carrying 
a few capsules for emergencies. 

There is not, however, uniformity of opin- 

ion among psychiatrists about the use of 
sedatives in the manner described by Sargant 
and Slater. Von Salzen(6) writes: 
I use very little in the way of sedation in my office 
practice. Dexamyl spansules, FEskabarb spansules 
and Seconal make up the major part of my prescrip 
tions. I have been using Thorazine and Serpasil, 
but I have found them slender reeds. I place greatest 
reliance upon a full hour of psychotherapy which 
seems to reduce the need for sedatives 


When asked, “Do you let patients have 
Seconal to meet anxiety situations?” he re- 
plied; “No—merely to encourage sleep. | 
tell them there are no miracle drugs—that the 
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control of anxiety lies within their own 
capacity to find and face their conflicts.” 
Although Fleming(7) uses sedatives, he 
does not like barbiturates, He writes: 
For the past couple of years I have used Benadryl 
(diphenyl hydramine) (dosage 25 mg. p.r.n. or 25 
mg. t.id., a.c. and 50 mg. h.s.) far more than any 
other drug for daytime and night-time sedation. I 
rarely use a little chloral hydrate; never use bar- 
biturates or paraldyhyde. I am finding Thorazine 
helpful and use more and more of it; am trying 
Serpasil but have not decided about it yet. 


We conclude this section on the use of 

sedatives in acute anxiety states with a para- 
graph from a letter by Whitehorn(8). 
In regard to one aspect of the use of sedatives, my 
clinical impression is very clear, that is, one should 
use enough to get a demonstrable effect, and avoid 
token doses. These are very likely to become the 
focus of a power-struggle or demands for “kind- 
ness,” i.¢., favoritism, to the neglect and detriment 
of more important and constructive strategy. 


The admonition to use a large enough dose 
to be effective is also made by Ross(g) and 
by Sargant and Slater(10). 


PSYCHONEUROTICS WITH CHRONIC ANXIETY 


In the cases diagnosed psychoneurosis, 
chronic anxiety, the problem is similar to that 
in acute anxiety, with some important differ- 
ences. Again the clinical picture is one of 
tension-anxiety-depression, which in these 
days of initials might be called the TAD 
syndrome. Terms such as neurasthenia, 
cardiac neurosis, and hypochondriasis also 
apply to some of these patients. They are 
the same perfectionistic, overconscientious 
people who get the acute anxiety attacks. In 
fact, often they have had an acute anxiety 
attack that has been allowed to become 
chronic. In other cases the tension has slowly 
risen to the point where they have demanded 
help from their physician and then from the 
psychiatrist, as illustrated in the case below: 

A 27-year-old mother of 3 children, who had had 
an acute anxiety attack in a restaurant at a time 
of extreme fatigue 3 years previously, says of her- 
self, “I feel tense and nervous, . . . I’m very much 
afraid to be alone. I always had a fear of loneliness. 
I feel rather dizzy and weak.” In the morning she 
is often so tense that she vomits before breakfast. 
Her appetite is poor when she is nauseated. She has 
recently lost 10 pounds as the condition has become 
worse, 

She complains of headaches that have been 
present for most of the 3 years. “My headaches are 


not just a physical pain. It’s a feeling of tension.” 
She is referring particularly to the muscles in the 
suboccipital, posterior-cervical region. 

She cannot go shopping alone because she feels 
frightened of being with people. This feeling is 
even more pronounced in church. “It’s not the 
church; it’s the people. I feel smothered as though 
I couldn’t get out if I had to—as though I were 
going to faint. I sit there and clench my fists and 
my jaw, and I tap my feet continuously. I read 
furiously, trying to find some outlet.” Although she 
has forced herself to continue to go to church for 
the 3 years, there has been no improvement. 

She says she has “periods of great depression, 
unhappiness. I cry a great deal for no apparent 
reason; just feel so miserable and helpless. I think 
I've had this emotional instability a long time. It’s 
just these past 3 years that its manifested itself this 
way. Ever since I was a child, I’ve been reticent 
and afraid to express my opinion or talk freely to 
people until I knew them quite well. Everyone 
thought I was just bashful. Facing an audience was 
always an ordeal.” 

The patient is an unusually attractive, olive- 
skinned woman who is married to a teacher, her 
high school beau. She considers the marriage very 
successful, although in the first 6 months she could 
not “enter freely into the marital act,” because she 
was too tense. No significant frictions with her hus- 
band or with her in-laws could be discovered. But 
she does have real apprehension about her own 
father, who was a chronic alcoholic, and from whom 
the mother obtained a divorce when the patient 
was 9. 

Ventilation, explanation, reassurance, and barbital 
0.6 gm. at 8:00 p.m. promptly quieted her and left 
her sleepy into the middle of the next day. Her in- 
tense fear that she was about to either commit 
suicide or go insane was allayed. But more definitive 
treatment, which we shall discuss below, was re- 
quired before she recovered. 

Prior to being seen by the psychiatrist, she had 
been treated by her general practitioner with pheno- 
barbital 4 gr. t.id. At first the medication seemed 
to help “slightly.” “It kept me a little calm; a little 
drowsy; more relaxed.” But then the effect “di- 
minished. It didn’t help at all. I began to feel 
steadily worse.” 


This is an appropriate point at which to 
discuss the use of phenobarbital in these 
chronic anxiety cases, especially those in 
whom the depressive element is less marked, 
in whom such phobias as of church, restau- 
rants, elevators, crowds, and trains are the 
chief features. 

Sargant and Slater(11) write of pheno- 
barbital : 

It is of value in the treatment of anxiety (and, of 
course, of epilepsy), but is of little use as a hypnotic. 
Nevertheless many anxious patients sleep much 
better when taking regular dosage throughout the 
day, as they go to bed in a less plagued and worried 
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state. It should be prescribed as a basic sedative, 
and not pro re nata. 


Kraines(12) has a different opinion about 
how to use phenobarbital (also barbital 24 
grains and sodium bromide) : 


Sedative medication should not be given routinely 
or at regular hours for there are many times when 
the patient has no need for sedation. Instead, I tell 
the patient he can take the sedatives when he feels 
the need, taking them every half hour but never 
using more than 4 to 6 tablets a-day. “Avoid taking 
medicine,” the patient is told, “unless it is absolutely 
necessary.” 


This is an appropriate point to bring up 
the problem of barbiturate poisoning in the 
psychoneurotics. 

Rinke! writes(13): 

The overwhelming majority of patients with anx- 
iety neuroses come to my attention after they have 
been treated, over a long period by their personal 
physicians, frequently including one, or two, or more 
psychiatrists. They have received large amounts of 
barbiturates, and some of the patients I have seen 
at my office were in a state of chronic barbiturate 
poisoning. . . . From this experience alone, it may 
be obvious that barbiturates do not constitute an 
adequate treatment for anxiety neuroses because 
they enhance the anxiety, cause serious disruption 
of sleep, and decrease the patient’s mental acuity. 

I do not wish to make the statement that barbitu- 
rates should be completely excluded from the treat- 
ment of neuroses. In exceptional cases, and par- 
ticularly if the patient has not been under barbitu- 
rate treatment previously, Seconal or Nembutal 
may bring about most needed sleep, but I have 
found that to maintain barbiturate treatment for 
any length of time is most detrimental to the pa- 
tient. 


As Rinkel indicates, the therapy with the 
chronic anxiety states is more likely to re- 
quire the withdrawal of barbiturates than the 
giving of them. The chronic psychoneurotic 
may demand the sedative ; whereas, the acute 
anxiety patient may be afraid of medication 
and sometimes will not even get a prescrip- 
tion filled. A simple rule, which is as con- 
trary as the neurotic himself, is: Give the 
sedative to the patient who does not demand 
it, and withhold it from the one who does. 

Practically, withdrawing the barbiturate 
may not be difficult because by the time these 
patients get to the psychiatrist they have 
found out for themselves that the medicines 
filling their cabinet have not worked, and 
they are refreshed to hear the doctor say 
that sedatives are not the answer. 


The patient is told, “What you are really 
dealing with is an emotional problem—a state 
of tension. The excessive anxiety that bothers 
you now is an accompaniment of this tension 
and of the depression that is also present. 
You will find that by focusing on the tension 
instead of on the fear and by gaining under- 
standing you will improve. 

“The first step is to recognize what is 
wrong with you. Your trouble is not just 
imaginary, not just in your mind; it is real. 
The second step is to learn to identify the 
various psychological factors that set off your 
emotions and produce your symptoms. You 
will need to observe your human relations 
more closely and become aware of what it 
is that produces the tension and anxiety in 
you. In the beginning you may say that you 
are thinking of nothing, but you will find 
that just the thought of a report that is due 
tomorrow will cause you to tighten up, as 
will also the recollection of the resentment 
you felt today when you were criticized and 
dared not answer back. 

“Having learned what is wrong and what 
triggers it, you are then in a position to learn 
the third point ; namely, how to handle your 
tensions and anxiety. You will not faint, die, 
or go off the beam. You will be able to say 
to yourself that it is just tension, and you will 
thus interrupt the cycle of tension leading 
to fear leading to more tension, or fear lead- 
ing to tension leading to more fear. You will 
also learn ways to relax your muscles as 
from Jacobson’s(14) You Must Relax. 
Fourth, and most important, you will learn 
to depend on yourself to manage your own 
life and symptoms. You will stop reaching 
out for your husband, your doctor, or your 
sedative. You will act in situations out of 
strength, because you want to, and not out 
of fear, because you ought to.” 

Obviously this is not delivered as a single 
compact lecture. Rather the points are made, 
sometimes over several interviews, when the 
appropriate material makes the point perti- 
nent and likely to be understood. 

These psychoneurotic patients in the re- 
view of their personal history can learn what 
faulty attitudes have produced their defective 
human relations; how they failed to settle 
issues promptly; and how thereby they let 
intolerable situations build up. The anxiety- 
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laden, guilt-producing events can be reviewed 
so that the patient is less sensitive to them. 
The full effect of the anxiety-producing 
people in their lives can be brought out. 

Undoubtedly these may sound like rather 
simple ways to approach the psychotherapy 
of the chronic neurotic, and the acute as well. 

Sut they are effective. 

Returning to the case of the 27-year-old 
mother with the chronic anxiety state, actu- 
ally she was too depressed, too tense, to re- 
spond to sedatives and psychotherapy. Elec- 
troshock treatment was necessary. A series 
of 10 treatments was given using sodium 
pentothal, Anectine, and the Medcraft ma- 
chine set at 170 volts and 1.0 second. Marked 
anxiety about having the treatments was not 
produced, Tension and depression were re- 
lieved. She was then better able to handle 
the reduced anxiety and to begin again to en- 
joy life. Psychotherapy during the recovery 
period and later was important. 

Many present-day psychiatrists are them- 
selves anxiety-ridden about giving electro- 
shock to patients with anxiety. They believe 
the treatments aggravate the condition. But 
as a matter of fact electroshock is the un- 
failing physical sedative. The patient must 
go to sleep. The tension goes, The poor re- 
sults are probably obtained by stopping the 
treatments between the fourth and the eighth, 
or by using a machine that does not produce 
a full discharge, a complete convulsion. 

With the Anectine, the doctor’s own anx- 
iety about using a machine such as the Med- 
craft is reduced, 

There are, to be sure, some chronic anxiety 
cases that are made worse by electroshock. 
Alexander(15) says these may be identified 
by the anxiety produced when 0.025 mg. of 
epinephrine is injected intravenously in the 
Funkenstein test. 

The cases that may require electroshock 
are those in whom depressive element is 
clear. However, many of these will respond 
without shock to the routine of psychother- 
apy plus barbital 0.3 gm. at 8:00 p.m. and 
Dexamyl 5 mg. at breakfast, lunch, and 4:00 
p.m. 


PSYCHONEUROTICS WHO BECOME PSYCHOTIC 


Finally, there is another type of psycho- 
neurotic with whom sedatives are urgently 


needed. Neuroses do lead to psychoses. Al- 
though we can assure most of our tension 
patients that they are not going insane, the 
old German statement “No psychosis without 
neurosis” is also true. In much the same 
manner that the psychoneurotic drives him- 
self into an acute anxiety attack, he can also 
drive himself into a mental illness. Because 
of his perfectionism both in his work and in 
his human relations, he will drive himself too 
far. He will work day and night, and come 
into a period of the most extreme fatigue of 
his lifetime. He will not be able to sleep. 
Tension and anxiety will mount. Depression 
may develop. Ideas of reference may appear. 
If they do, delusions as of persecution and 
auditory hallucinations may follow. These 
patients can be helped if the seriousness of 
the development is recognized by the family 
physician, when the patients first come with 
somatic complaints, as they often do. Too 
often they are treated with reassurance and 
a mild sedative such as Seconal, Nembutal, 
or chloral hydrate. This is not enough. 
Prompt, heavy sedation, as with barbital 0.3 
gm. or 0.6 gm. is needed, together with psy- 
chotherapy on the current problems in human 
relations. If this treatment were given in the 
early stages, many psychoses could be pre- 
vented. 

Sargant and Slater(16) write about bar- 
bital : 


The best type of patient for Medinal (soluble barbi- 
tone) medication is the man who goes to sleep 
fairly easily, but tends to wake up in the early hours 
of the morning, unable to get to sleep again; or the 
man who sleeps throughout the night, but restlessly 
and disturbed by dreams and is unrefreshed in the 
morning. These types of insomnia are particularly 
frequent in depressives and the lasting effect of 
medinal suits them very well. 


In obsessive-compulsive neuroses and in 
hysterias, heavy sedation early in acute 
phases will help. But when these conditions 
are in a chronic phase, barbiturate sedatives 
will be of little value and may be quite habit 
forming. 


SUMMARY 


Psychoneuroses may be considered as psy- 
chophysiologic tension states. Treatment con- 
sists of a combination of physical and psy- 
chological methods. General principles for 
use of sedatives are given. Methods for ef- 
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fective, short-term psychotherapy of psycho- 
neurotics are presented, 
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THORAZINE AND SERPASIL TREATMENT OF PRIVATE 
NEUROPSYCHIATRIC PATIENTS * 


FRANK J. AYD, Ja., M.D., Mb. 


Thorazine and Serpasil have proven effec- 
tive in the treatment of hospitalized psychi- 
atric patients manifesting symptoms of anx- 
iety, tension, agitation, confusion, panic, and 
psychomotor excitement. The value of these 
drugs to the private practicing psychiatrist 
who treats the majority with similar symp- 
toms has yet to be assessed. 

This is a report of the findings in the treat- 
ment of 300 nonhospitalized private psychi- 
atric patients, 150 of whom were treated 
with Thorazine and 150 with Serpasil. The 
patients were selected at random in order to 
determine the effect of these drugs in the 
treatment of a variety of psychiatric disturb- 
ances. 


CASE MATERIAL 


Sixty-six men and eighty-four women, 
ranging in age from 16 to 82, were treated 
with Thorazine. Sixty-one men and 89 
women, ranging in age from 14 to 78, were 
treated with Serpasil. The dosage and route 
of administration varied with the severity 
and acuteness of the patient’s condition. The 
neurotic and moderately disturbed psychotic 
patients received Thorazine in divided daily 
doses of 100 to 500 mg. orally or 0.5 to 10 
mg. of Serpasil orally. Disturbed schizo- 
phrenic and manic patients, who were hospi- 
talized initially, received daily 500 to 2,500 
mg. of Thorazine or 5 to 15 mg. of Serpasil, 
orally and intramuscularly, Parenteral medi- 
cation was discontinued usually within one 
week. Unlike intramuscular Thorazine, par- 
enteral Serpasil was not painful. 

The appearance of the patient receiving 
Thorazine or Serpasil is contingent upon the 
dosage and duration of treatment. Patients 
started on 300 mg. or more of Thorazine, 
whether orally or parenterally, sleep for long 

1 Read at the 111th annual meeting of The Ameri- 
can Psychiatire Association, Atlantic City, N. J., 
May 9-13, 1955. 

Thorazine supplied by Smith, Kline & French 
Laboratories, Philadelphia, Pa., and Serpasil by 
CIBA Pharmaceutical Products, Summit, N. J. 
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periods. They can be aroused easily, are 
mentally alert and in the absence of external 
stimuli return to their somnolent state. Their 
skin is pale and warm. Their facial expres- 
sion resembles the mask-like facies of Park- 
insonism, There is an enopthalmus and ptosis 
of the eyelids suggestive of a Horner’s syn- 
drome. The pulse rate is accelerated and the 
blood pressure may fall 20 to 40 mm. Hg. 
There is some hypotonia and the patients 
complain of feeling weak. 

The appearance of patients receiving more 
than 5 mg. of Serpasil initially is similar to 
that described for those taking Thorazine, 
with the exception that Serpasil patients have 
a bradycardia. 

These signs of the effects of Thorazine 
and Serpasil subside when the dosage is re- 
duced. If treatment is continued, the signs 
abate gradually, even when the dosage is in- 
creased. 


TECHNIQUE OF THERAPY 


Before Thorazine or Serpasil therapy is 
instituted, the patient and the relatives should 
be informed of possible side-effects and in- 
structed to report immediately any pro- 
nounced change such as grippe-like symp- 
toms, chills and fevers, marked itching, 
anorexia, nausea, diarrhea, heavy darkening 
of the urine, or light-colored stools. These 
instructions prevented anxiety about such 
symptoms if they occurred and obviated un- 
necessary phone calls to the psychiatrist, and, 
as well, insured the early detection of ad- 
verse reactions to the drugs, especially jaun- 
dice in the patients on Thorazine. 

Thorazine is prescribed as follows: Neu- 
rotic and mildly disturbed psychotic patients 
are started on 25 or 50 mg. tablets t.i.d. or 
q.id, The dosage is increased gradually until 
a therapeutic level for the individual patient 
is achieved. The patient is maintained at this 
dose schedule from 2 weeks to several 
months. When he appears to have obtained 
maximum therapeutic benefit, Thorazine is 
discontinued by reducing the dose gradually 
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over I to 2 months. In the event of a re- 
lapse, he is placed immediately on his previ- 
ous therapeutic dose. This is not always ef- 
fective and then larger doses are prescribed. 
If no favorable change occurs within one 
month, the drug is discontinued. In a few 
instances a patient’s symptoms recur as the 
dose is reduced. Such patients are placed on 
maintenance doses. Six patients, not included 
in this study, have been taking Thorazine for 
16 months without any observable adverse 
effects from this prolonged medication and 
with a preservation of improvement. 

Acutely disturbed patients are started on 
Thorazine orally or intramuscularly. For 
most patients 500 mg. daily for a week or 2 
is sufficient to produce a quiescent state per- 
mitting their discharge from the hospital. 
Since the dose of any drug must be individ- 
ualized some of the patients received as much 
as 2,500 mg. of Thorazine daily before their 
therapeutic level was reached. They were 
then treated in the same manner as less dis- 
turbed ones. 

Serpasil has one distinct advantage over 
Thorazine in that it is longer acting and may 
be prescribed in divided daily doses or the 
entire daily dose can be taken at one time. It 
is prescribed as follows: Neurotic and mildly 
disturbed psychotic patients are started on 
0.5 mg. or 1 mg. daily. Some patients take 
0.25 mg. after supper and h.s., and others 
take 1 mg. h.s. Since Serpasil is slower in 
taking effect than Thorazine, to prevent over- 
dosage, the dose is increased gradually, usu- 
ally weekly, until the patient’s therapeutic 
level is reached. He continues on this dose 
until he appears to have achieved maximum 
benefit. This period lasts from 2 weeks to 
several months and then the drug is discon- 
tinued by gradual reduction of the dose for 
1 to 2 months. If a relapse occurs, the pa- 
tient is restarted on his previous therapeutic 
dose. If improvement does not result within 
1 month, even with increased doses, Serpasil 
is discontinued. As with Thorazine a small 
number of patients have required a main- 
tenance dose of Serpasil to prevent a relapse. 

Acutely disturbed patients are begun on 
5 mg. Serpasil orally and parenterally. Most 
patients respond to doses of 5 to 12 mg., al- 
though.a few require 15 mg. daily for a week 
or 2 before they are subdued enough to leave 
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the hospital. Once the therapeutic level for 
the individual patient is obtained he is treated 
in the same manner as mildly disturbed pa- 
tients. 


RESULTS 


The therapeutic results obtained with 
Thorazine and Serpasil are indicated in Table 
1. Improved means recovery or symptomatic 
improvement to a degree that the patient is 
able to make a satisfactory home, work, and 
social adjustment. Unimproved means no 
change or a relapse after initial improvement. 

These drugs are most effective in the 
acutely ill patient, with symptoms due to 
enhanced central sympathetic excitability, re- 
gardless of the diagnosis or the duration of 
the illness. Chronically ill patients who have 
no anxiety and who accept their illness with 
a certain degree of complacency do not 
benefit from them. Likewise, depressed pa 
tients who have no associated anxiety do not 
respond, Obsessive-compulsive patients often 
improve initially but with continued treat 
ment relapse. These patients, in particular 


TABLE 1 
DIAGNosTIC GROUPINGS AND THERAPEUTIC RESULTS 


Thorazine Serpasil 


4 4 
3 & 3 & 
Schizophrenic reactions 
a 8 I 7 3 
5 I 
I I 
Unclassified ....... 2 3 I 2 
Schizo-affective ....... 3 I 3 I 
Pseudoneurotic ........ — I 4 
Manic-depressive reactions 
4 10 a 8 
Fiypomanic 2 3 
_ 3 1 
Involutional depression .. 2 5 I 8 
Psychoneurotic reactions 
39 5 35 8 
Depressive ...... 5 4 6 
16 7 15 6 
Hysterical ........ ; 4 I I 3 
Hypochondriacal .. I I I 
Obsessive-compulsive 3 8 2 9 
Senile psychoses F 6 4 a 
Character disorder 2 2 4 
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vociferously object to the side-effects of these 
drugs and frequently refuse to take them. 
They build up intolerable anxiety because 
the side-effects interfere with the mainte- 
nance of their self-imposed standards. 

Thorazine and Serpasil make it sssible to 
treat on an ambulatory basis many patients 
who would have otherwise had to be hospi- 
talized. In the few instances that hospitaliza- 
tion was necessary, patients could be ade- 
quately treated in a general hospital or a 
regular nursing home. After a week or 2 of 
hospitalization, these patients were treated 
in the office. Only in severe manic or schizo- 
phrenic reactions was committment to a psy- 
chiatric hospital necessary for a few weeks. 

Geriatric patients made satisfactory home 
adjustments while taking Thorazine or Ser- 
pasil. Without these drugs they would have 
been placed in nursing homes, or state or 
private psychiatric hospitals. With the drugs 
geriatric patients in nursing homes were able 
to remain there or return home instead of 
entering a psychiatric hospital. 

It should be emphasized that Thorazine 
and Serpasil are not specific for any psychi- 
atric illness. They cause symptomatic im- 
provement. They calm the excited, agitated, 
and anxious patient. As tension is reduced, 
the patient becomes less concerned with his 
symptoms and is not preoccupied with any 
particular train of thought or action. Obses- 
sions, phobias, and delusions may die out for 
lack of emotional reinforcement or are not 
verbalized because they do not concern the 
patient. Hallucinations very often persist 
but worry him less. 

Thorazine and Serpasil are not substitutes 
for psychotherapy. Patients treated with 
these drugs are better candidates for psy- 
chotherapy and seem to derive more benefit 
from it. Neither are they a substitute for 
insulin coma therapy or electroconvulsive 
therapy. They have not been of value in the 
treatment of the endogenous depressions. 
They are as effective as, and preferable to, 
ECT for quieting the disturbed patient. In a 
few instances these drugs replaced ECT en- 
tirely. Some patients who failed to benefit 
from ECT responded favorably to Thorazine 
or Serpasil. Combined Thorazine-ECT has 
minimized postshock anxiety and excitement, 


TABLE 2 


THorazine Re-Treatep SeRPASIL 


m Unim 
Diagnosis proved proved 
Schizophrenic reactions 
Paranoid 
Unclassified 
Schizo-affective 
Pseudoneurotic 
Manic-depressive reactions 
Depressed 
Involutional depression 
Psychoneurotic reactions 
Anxiety 
Mixed 
Obsessive-compulsive 
Character disorder 


and has reduced the number of electrocon- 
vulsive treatments required by patients(1). 

Therapeutic failures with Thorazine were 
treated with Serpasil and vice versa. Twenty- 
four patients who did not benefit from 
Thorazine were treated with Serpasil and 3 
of them improved (Table 2). Twenty-four 
who did not benefit from Serpasil were 
treated with Thorazine and 5 of them im- 
proved (Table 3). 

Combined Thorazine-Serpasil therapy was 
tried in 10 patients. This combination did 
not appear to be more effective than treat- 
ment with the individual drugs. Combined 
therapy did cause more frequent and more 
marked side-effects. 

Therapeutic failure with either of these 
drugs may be due to inadequate dosage or 


TABLE 3 


Serpasit Far.ures Re-TREATED WITH THORAZINE 


im- Unim- 
Diagnosis proved proved 
Schizophrenic reactions 


Paranoid 


Schizo-affective 
Manic-depressive reactions 
Depressed 
Involutional depression 
Psychoneurotic reactions 
Anxiety 
Mixed 
Obsessive-compulsive 
Character disorder 


Total 


at 
Ur sified .- 4 
I 
4 
I 2 
I 
3 
= 2 
4 19 
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an insufficient period of treatment. It is 
certain that psychotics, especially schizo- 
phrenics, require larger doses for a longer 
period than do neurotics. This is most prob- 
ably due to a difference in metabolism be- 
tween the psychotic and the neurotic. 


SIDE-EFFECTS 


Thorazine and Serpasil have undesirable 
side-effects which are seldom troublesome or 
serious (Table 4). They occur more fre- 
quently with Serpasil than with Thorazine 
and patients complain more about the effects 
of Serpasil. However, they disappear when 
the drug is discontinued or the dosage re- 
duced. 

The most frequent complaint of patients 
taking Thorazine or Serpasil is a feeling of 
weakness, fatigue, or lethargy. This may be 
counteracted by prescribing Dexedrine, Rita- 
lin, Meratran, or Desoxyn. 

The more important idiosyncratic reactions 
to Thorazine are: (1) Obstructive jaundice 
—this occurred in 4 female patients in this 
series, an incidence of 3%. There was no 
correlation between the dosage of Thorazine 
and the onset of jaundice which appeared 
in every case within the first month of treat- 
ment. In all but one case, which persisted 
for a month, the jaundice cleared in 10 days 
after discontinuation of treatment. Subse- 
quent liver studies have not revealed any 


TABLE 4 
Sipe-Errects 

Thorazine Serpasil 
Parkinsonism ........... Yes Yes 
Yes No 
Photosensitivity ......... Yes No 
Agranulocytosis ......... Yes No 
Weakness & fatigue ...... Yes Yes 
Aching arms & legs ..... Yes Yes 
Tremulousness .......... Yes Yes 
No Yes 
Yes Yes 
Headaches & sinusitis. . Infrequent Frequent 
Nasal congestion ........ Yes Yes 
Dryness of mouth ....... Yes Yes 
Frequent Infrequent 
Nausea & vomiting ..... Infrequent Frequent 
Altered erotic drives .... Yes Yes 


residual damage. Two of these patients were 
retreated with Thorazine and one became 
jaundiced again. (2) Dermatitis—8 patients 
(5.3%) developed an allergic dermatitis 
while on Thorazine. In 3 a generalized 
maculopapular eruption appeared and, in 5, 
localized rashes occurred. Two Clistin-RA 
tablets daily for 3 or 4 days relieved the 
dermatitis, which did not recur in spite of 
continued treatment with Thorazine. (3) 
Photosensitivity—2 men developed erythema 
of the face and neck whenever they were 
exposed to the sun. Clistin-RA tablets gave 
complete relief but had to be taken whenever 
these patients were so exposed. (4) Lactation 
—one non-pregnant, 28-year-old woman be- 
gan lactating 1 month after taking 100 mg. 
Thorazine daily. This ceased when the drug 
was discontinued but recurred when she was 
re-treated with Thorazine. (5) Parkinson- 
ism, depression, agranulocytosis—none of 
the patients in this series developed any of 
these reactions. The author has had one 48- 
year-old woman patient who developed 
agranulocytosis which responded to ACTH 
and antibiotic therapy. 

The more important idiosyncratic reactions 
to Serpasil are: (1) Parkinsonism—one pa- 
tient developed this reaction. It ceased when 
the Serpasil was reduced. (2) Nasal con- 
gestion and sinusitis—more than a third of 
the patients complained of nasal congestion 
which was most noticeable in the morning. 
(3) Visual disturbances—more than a third 
of the patients mentioned blurring of vision. 
This was frequently associated with dizzi- 
ness. (4) Tremulousness was mentioned by 
almost one half of the patients. Many found 
this especially annoying and some refused 
Serpasil because of it. (5) Nausea and vom- 
iting—12 patients complained of nausea 
especially in the morning. Four had vomit- 
ing in addition to nausea. The addition of 
Thorazine to the medication relieved this in 
all but 2 cases. (6) Diarrhea occurred in 
4 patients. It subsided with reduction of the 
dose of Serpasil. (7) Aching arms and legs 
—16 patients mentioned this side-effect. 
Edema of the ankles occurred in 3. (8) De- 
pression—z2 patients developed depressions 
with obsessive features, which remitted when 
the dose of Serpasil was reduced. (9) Lacta- 
tion did not occur in this series, although 
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one woman developed painful swelling of 
the breasts. 

Thorazine and Serpasil may cause a poly- 
phagia, polydipsia, and polyuria. The poly- 
phagia is accompanied by a gain in weight, 
which may be excessive. In this series weight 
gains ranged from 2 to 40 pounds, the men 
gaining an average of 10 pounds and the 
women an average of 13. Improved appetite, 
weight gain, and improved sleep were associ- 
ated with an improvement in the patient's 
clinical condition. Epigastric distress, ano- 
rexia, weight loss, and insomnia occurred 
only in those patients who did not respond to 
these drugs. 


DISCUSSION 


In spite of the experience gained by this 
study, it is extremely difficult to establish 
positive indications for choosing Thorazine 
or Serpasil. The effects of these drugs are 
similar in many respects. Nevertheless, some 
patients will respond to the one and not to 
the other, irrespective of their symptoms. 
For the present it may be said that Thorazine 
should be prescribed for those neurotic pa- 
tients whose anxiety is associated with altered 
gastro-intestinal function, while Serpasil 
should be prescribed for those whose anxiety 
is centered on the cardiovascular system. 

The Funkenstein test is an accurate in- 
dicator of patients who will respond to 
Thorazine or Serpasil therapy (lig. 1). 
Among our patients, those «hose Funken- 
stein test results indicated enhanced central 
sympathetic excitability derived the most 
benefit from these drugs. Thus, patients who 
reacted with anxiety to adrenergic or cholin- 
ergic stimulation, responded to Thorazine 
or Serpasil. This reaction was seen most 
frequently in anxiety neurotics ; 88% of those 
treated with Thorazine improved and 81% 
of those treated with Serpasil. 

Thorazine and Serpasil have not been 
beneficial in depressions and they can cause 
depressions, which may remit after discon- 
tinuation of the drug. Some of the depres- 
sive reactions induced by these drugs did not 
remit spontaneously but did respond to ECT 
(2). Since both of these drugs are sympa- 
thetic depressants, theoretically they can 
cause an enhanced hypotensive response to 
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* DEPRESSION 
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Fic. 1.—Epinephrine injection causes varying 
degrees of elevation of the blood pressure, and 
may precipitate anxiety. Mecholyl injection causes 
varying degrees of lowering of the blood pressure; 
marked and prolonged lowering of the blood pres- 
ure by mecholyl is characteristic of depression. 
The defenses go up with anxiety and down with 
depression. 

A general shift upward on the graph indicates 
lessening of depression, lessening of blood pressure 
fall on mecholyl injection, increased reaction to 
epinephrine, alerting of the defenses, and possible 
precipitation of anxiety. A shift downward indi- 
cates relief of anxiety, lessening of reaction to 
epinephrine, increase and prolongation of blood 
pressure fall on mecholyl injection, lowering of 
defenses, and, finally, possible precipitation of de- 
pression. 

The way in which Thorazine and Serpasil alter 
these psychophysiologic constellations is indicated 
by the solid arrows. ( Modified from L. Alexander : 
Treatment of Mental Disorder, Philadelphia; 
W. B. Saunders, 1953. 


cholinergic stimulation, such as is found in 
depressed patients. In a previous study, 3 
patients developed depressions while taking 
Thorazine. Prior to the institution of Thora- 
zine therapy the Funkenstein test of these 
patients showed a normal response to 
Mecholyl. When the depression appeared the 
Funkenstein test showed a prolonged hypo- 
tensive response to Mecholyl. A third Funk- 
enstein test after Thorazine was discon- 
tinued, and the depression over, revealed a 
normal response to Mecholyl. In the present 
study 2 patients became depressed while tak- 
ing Serpasil. Their Funkenstein tests showed 
the same changes as did those of the patients. 
who became depressed while taking Thora- 
zine, 
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SUMMARY AND CONCLUSIONS 


This paper reports the findings in the 
treatment of 300 nonhospitalized private psy- 
chiatric patients, 150 of whom were treated 
with Thorazine and 150 with Serpasil. Their 
illnesses were diagnosed acute and chronic 
psychoneuroses, schizophrenic — reactions, 
manic-depressive reactions, senile psychoses, 
and character disorders. The technique of 
therapy, the therapeutic results, and the side- 
effects of these drugs are described. The 
psychophysiologic action of Thorazine and 
Serpasil as indicated by changes in the Funk- 
enstein test pattern of patients treated with 
these drugs is discussed. 

Thorazine and Serpasil are valuable addi- 
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tions to the therapeutic armamenterium of 
the private practicing psychiatrist. Properly 
utilized, these drugs can: (1) increase the 
number of patients who may be treated in 
the office; (2) shorten the period of hos- 
pitalization, or make hospitalization unnec- 
essary, thereby reducing the admissions to 
our overcrowded state psychiatric hospitals ; 
(3) replace or reduce the need for electro- 
convulsive therapy ; and (4) reduce the cost 
of psychiatric care. 
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TREATMENT OF HYPERKINETIC EMOTIONALLY DISTURBED 


CHILDREN WITH PROLONGED ADMINISTRATION 
OF CHLORPROMAZINE 


HERBERT FREED, M.D., ano CHARLES A. PEIFER, B.S.? 
Pa. 


The observation that overactivity in all 
types of mental disorders in adults was re- 
duced by the administration of chlorproma- 
zine* suggested its use in the treatment of 
hyperkinetic, emotionally disturbed children. 
At present a review of the literature sug- 
gests certain areas of agreement that are 
pertinent to this paper. Following exhibition 
of the drug: (1) There is a reduction of 
overactivity in all types of mental states(8, 
14, 6, 10). (2) The adventitious movements 
in neurological cases are also reduced if not 
removed(s5, 17). (3) There is production 
of a state of psychic indifference(3) in which 
while the individual says he “couldn’t care 
less,” he is still capable of sustained at- 
tention, reflection, and concentration(14). 
(4) “Deconditioning” takes place in rats 
treated with chlorpromazine(16, 1). 

At this point the question may justly be 
asked, “Why use such a potent drug on 
these children instead of psychotherapy ?” 
Fundamentally, the chief reason was the need 
to improve a situation, such as individual 
misbehavior in a school room where the au- 
thorities could use only limited controls in 
dealing with the student. Twenty of these 
children( 80%) were either illegitimate or 
came from broken homes. Psychotherapy 
with the remaining parent was therefore, for 
economic or other reasons, impossible. 

1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2The authors are respectively chief, Research 
Unit Child Psychiatry Clinic, and former psycholo- 
gist, Philadelphia General Hospital, now psycholo- 
gist, Board of Public Education. Philadelphia Gen- 
eral Hospital. 

§ 10-(3-dimethylaminopropy] ) -2-chlorphenothia - 
zine hydrochloride was supplied as Thorazine 
through the courtesy of Mr. C. W. French, Smith, 
Kline & French Laboratories, Philadelphia, Pa. It 
was originally developed in France by Rhone- 
Poulenc Special Laboratories, who market it abroad 
and in Canada as Largactil. We also wish to ex- 
press our gratitude to the many teachers and coun- 
sclors of the Philadelphia Public School System 
who cooperated in this study. 


a2 


PROCEDURE 


Twenty-five children, 20 male and 5 
female, ranging in age from 7 to 15 years 
were treated from 4 to 16 months. They 
had been referred usually by the school 
authorities. While all were overactive and 
apparently emotionally disturbed, almost half 
were combative with their classmates or 
teachers. Five had not been allowed to re- 
turn to school. From a diagnostic classifica- 
tion, 18 exhibited primary behavior disorders, 
2 were classified as psychoneurotic, 2 as 
ambulatory schizophrenics, and 3 as reactive 
behavior disorders associated with organic 
brain disease. 

Initially a battery of psychological tests 
was given. It comprised the Wechsler Intel- 
ligence Scale For Children, Wide Range 
Achievement Test, Rorschach Test, Chil- 
dren’s Apperception Tests or Symonds Pic- 
ture Test, House-Tree-Person Test, Bender- 
Gestalt Test and, in some cases, the Vineland 
Social Maturity Test. This battery was re- 
peated at the termination of the reported 
period of observation. 

Electroencephalographic stu ‘ies were car- 
ried out whenever the patients would co- 
operate. Because of one report suggesting 
hematologic changes in adults(3), sequential 
complete blood counts were done. 

The patients were then usually started 
on doses of chlorpromazine of 25 mg. orally, 
t.i.d. The suitable dose was then determined 
empirically by the behavioral responses, 
maintaining the child in a calm state without 
undue drowsiness. The desirable doses were 
found to range from 10 to 250 mg. daily. 
The large majority (92%) of these children 
were not given any formal psychotherapy, 
e.g., play therapy, in addition to the medica- 
tion. However, superficial therapy was neces- 
sarily instituted in the relationship therapy 
that developed from regular contacts both 
with the children and parent or surrogate, 
who reported on changes in behavior, etc. 
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Behavioral observations were made not 
only by the authors and parents but also by 
the teachers and school counselors who co- 
operated fully in the study. An effort was 
made to evaluate properly the effect of the 
drug by the utilization of placebo therapy 
during some interval of treatment extending 
from 4 to 6 weeks. Full realization of the 
occasional effect of placebo therapy alone 
was kept in mind. 


OBSERVATIONS 


Improvement was evaluated on the basis 
of: (1) changes in antisocial behavior in 
school; (2)-behavior in home environment ; 
(3) school achievement; (4) the psycho- 
logical test battery. Improvement was ob- 
served in 21 patients (84%). The behavioral 
improvement was marked in 18 cases (72%). 
The outstanding manifestation was the les- 
sening of overactivity, ranging from rest- 
combativeness. The children 
spontaneously commented that they did not 
fight anymore. This was confirmed by the 
teachers who added that these children were 
now more cooperative. 

The faculty for learning was reported as 
improved in the majority of cases and 
markedly improved in 5 (20%). Two chil- 
dren who had been excluded from school 
were returned and have continued to make a 
satisfactory adjustment. Another outstand- 
ingly hard to manage child, J.L., has accepted 
a visiting teacher to his home and his im 
provement has been so marked that his case 
is given below in greater detail. 


lessness to 


J. L., white male, aged 11, had been ill for 4 years 
with symptoms characteristic of schizophrenia. 
There was restlessness and unpredictable combative- 
ness in school associated with bizarre mannerisms 
and masochistic behavior at home. He was 
pended indefinitely after trying both the parochial 
and the public schools. Five months of psycho- 
therapy at St. Christopher’s Hospital was termi- 
nated by his combativeness toward the therapist. 
The patient’s mother was also considered an am- 
bulatory schizophrenic, paranoid type. He was then 
referred by the juvenile division of the municipal 
court to our clinic after tentative arrangements had 
for placement in a state hospital. He 
was placed on chlorpromainze medication, 100 mg 
daily and seen on an average of once per 10 days 
for the next 8 months. 

His behavior in the clinic and at home improved 
significantly. He was able to make a much better 
play adjustment with neighborhood children. A 


sus- 


been made 
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comparison of the battery of psychological tests 
before and after this course of treatment is instruc- 
tive. That given before treatment required 3 days 
to complete; that administered after, 3 hours. The 
1.Q.’s were the same—87. The memory spans, how- 
ever, changed, showing marked improvement. Be- 
fore it was 4 digits forward and none in reverse 
After, it was 7 forward and 3 in reverse. Both 
Rorschach’s showed him to be psychotic with the 
potential for uncontrolled and explosive behavior 
P. responses increased from 1 to 4 and there was an 
absence of bizarre and contaminated responses pres- 
ent initially. Fk responses appearing in the sec 
ond test would suggest development of awareness 
of his problem. The FM responses showed dimin 
ished hyperkinetic activity in this content. Finally, 
the Wide Range Achievement Test showed reading 
to be 1.4, spelling, 1.5, and arithmetic 3.1; the pre- 
vious readings all being at the baseline of 1.0. 


The comprehensive picture obtained from 
the study of the retest results outlined certain 
conclusions and suggested other trends in 
personality functioning: (1) The basic char- 
acter picture remained the same, the same 
types of defenses were utilized, and the 
core conflicts persisted. (2) Although the 
intelligence quotients were significantly un- 
changed, there was usually evidence of im- 
proved intellectual functioning (increase in 
M. replaces FM responses). 
This had to be evaluated with an apprecia- 
tion of the changes that can be expected in 
the normal intellectual growth of the child 
in contrast with the findings in the disturbed 
child. The norms reported by Ames et al. (2) 
and Ford(g) were used. (3) Facilitation of 
the learning process is suggested by improve- 
ment in the Wide Range Achievement Test 
and in the memory spans. (4) There is a 
trend toward greater self-acceptance and an 
associated urging toward closer interpersonal 
relationships. (5) Trends were also noted in 
the strengthening of emotional controls both 
quantitatively and qualitatively, e.g. Ror- 
schach responses scored as evidences of 
hostility were replaced by those indicating 
only aggression, e.g. fighting cats were re- 
placed by crawling cats. 


responses, 


Drowsiness was the chief side effect noted. 
Seven children (27%) complained of it at 
some time during therapy. As might have 
been expected, both the parents and teachers 
were so much relieved by the comparative un- 
deractivity in contrast with the previous dis- 
turbing overactivity that sleeping in class was 
rarcly a complaint by the teacher. Signifi- 
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cantly, drowsiness never interfered with play. 
One boy of 12 with a diagnosis of primary 
behavior disorder, who did complain of oc- 
casional nightmares, was finally standard- 
ized on a single dose of 10 mg. at night. This 
very small dose resulted not only in the 
establishment of a more wholesome sleep 
pattern free of nightmares, but also in a 
more relaxed and productive routine in 
school. This small dosage was unique. The 
average dose which did not produce drowsi- 
ness was 25 mg. t.i.d. We came to the con- 
clusion early that children required larger 
doses in proportion to the body weight than 
had been suggested initially, and that un- 
desirable side effects were minimal when 
compared with the findings in adults. The 
only other possible by-effect was a localized 
itching macular eruption which appeared in 
2 colored children. The drug was discon- 
tinued temporarily and the eruptions sub- 
sided. One was subsequently attributed to 
sensitivity to a local atopen and drug treat- 
ment was renewed, The sequential complete 
blood count studies did not reveal any sig- 
nificant abnormal responses. 

In 5 patients enuresis had been one of the 
complaints. Improvement in this symptom 
ranging from diminution to complete ces- 
sation was reported in each of the patients. 
No explanation is offered at this time. It is 
our impression that the improved mother- 
child relationship was a more potent mitigat- 
ing factor than possible alterations in the 
autonomic innervations to the genito-urinary 
tract. 

The responses to placebo medication were 
interesting in that 5 patients continued to 
maintain their improved status while on 
placebo. This raises the important question, 
“To what extent can the positive response 
be attributed to the development of a thera- 
peutic interpersonal relation resulting from 
kindly attention from a therapist, school 
counselor and, possibly, others in the child’s 
environment?” The observation was fre- 
quently made that while the child would 
insist that there was no change in his be- 
havior and adjustment during the placebo 
phase, a return of the restlessness of the 
hyperkinetic aspect was observable to the 
therapist. 

An outstanding case was a 15-year-old boy with 
a diagnosis of ambulatory schizophrenia. The sig- 


nificant clinical manifestations were multiple tics 
of the upper half of the body associated with ideas 
of reference and occasional hallucinations of a 
mildly threatening nature. The ideas of reference 
and hallucinations were relieved initially. The tics, 
essentially magical defense gestures, then were 
largely controlled. On placebo medication the tics 
first reappeared and then the patient began again to 
complain of the same type of ideas of reference. 


DISCUSSION 


It has been suggested that the development 
of chlorpromazine has ushered in a new era 
in psychiatric treatment. We would seem 
to have a therapeutic adjuvant which will re- 
lax the apprehensive subiect. immobilize the 
hostile one, and simultaneously make them 
receptive to verbalization, or at least not 
produce a clouding of the sensorium. A 
number of reporters(14, 19, 13) believe that 
the drug does permit “sustained psychothera- 
peutic rapport.” 

There is now evidence from the reports 
of Hiebel et al.(12) and Terzian(18) that 
this type of response can possibly be ex- 
plained by the effect of chlorpromazine on 
the reticular, activating system of Magoun 
which controls the reaction of arousal. This 
reaction can be considered a continuum of 
behavior which extends from the sham rage 
reaction of Bard through hypervigilance and 
ordinary alertness to stupor and deep coma. 
Magoun(15) describes this system as having 
an all-over effect on consciousness because 
when activated it also exerts pronounced 
facilitory influences on lower motor outflows 
so that it functions normally both to pro- 
mote central alertness and to facilitate motor 
behavior. Animal experimentation offers evi- 
dence that chlorpromazine produces a “medi- 
camentous hypophysectomy,” 1.e., chlorpro- 
mazine “blocked the hypophyseal reaction to 
aggression” (4). 

We suggest the possibility that activation 
of this system is the neurophysiological 
mechanism which gives rise to the primitive 
behavior we have labeled the fight-flight 
response. The drug seems to moderate the 
intense fight or flight responses to new situa- 
tions. If such is the case, we have at last 
heen able to exhibit a drug that alters such 
primitive behavior and also makes the patient 
available for psychotherapy. 

The responses to placebo medication alone 
(20, 11) and the positive changes noted in 


both behavioral and psychological test re- 
sponses suggest to us that the interpersonal 
relationships and their modifications are at 
the core of therapy. Further observations 
on the diminution of anxiety and tension in 
these patients, in both clinical and psycho- 
logical aspects, are being pursued. Certainly 
the quieter child makes less demand on the 
environment. Parental giving is more freely 
offered when placidity abounds. Learning is 
facilitated when teachers are not frustrated. 
The degree to which tension is lessened, 
perception and memory improved, etc., by 
the basic neurophysiologic changes, must be 
determined. Realizing that the reserpine 
fraction of Rauwolfia serpentina has also 
been found effective in a wide range of dis- 
turbed patients although the neurophysio- 
logic responses differ somewhat from those 
of chlorpromazine(7), it was decided to treat 
a comparative series of children with reser- 
pine. This study will be reported later. 
We emphasize that therapy was a “com- 
bined procedure” in which the drug effects 
were facilitory to the interpersonal relation- 
ship which was established. It is thus comple- 
mentary to psychotherapy when emotional 
growth ensues. There are indications that the 
drugs like chlorpromazine, reserpine, and 
LSD 25, may have helped initiate a new era 
in psychiatry, the era of combined therapy 
where drug therapy and psychotherapy are 
complementary to each other. 


SUMMARY AND CONCLUSIONS 


Twenty-five hyperkinetic, emotionally dis- 
turbed children were treated with chlorpro- 
mazine for periods lasting from 4 to 16 
months. They also served as their own con- 
trols by receiving placebo medication for 4 to 
6 weeks during some phase of treatment. Re- 
sponse was determined from the following 
observations: (1) Clinical changes noted by 
the clinic staff which included the social 
worker and psychologist as well as the thera- 
pist; (2) data from the home environment ; 
(3) reports from the school counselors ; (4) 
changes in the battery of psycholoyical tests 
done before and after treatment. 

Improvement in varying degrees was noted 
in 21 cases—84%, and was marked in 70%. 
Diminution in hyperactivity was the out- 
standing phenomenon. Combativeness was 
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reduced considerably. There was definite im 
provement in willingness to learn. 

The psychological testing suggested that 
the learning process was facilitated, Trend 
toward increased emotional control were evi 
denced although the basic personality seemed 
unchanged, 

The procedure was effective because an 
“improved interpersonal relationship” could 
be established and exploited for the sake of 
the learning process. 

The side effects were minimal compared 
with those of adults and did not necessitate 
the termination of treatment in any case 
Sequential blood count studies were negative. 

It is suggested that, perhaps for the first 
time, we have a drug which dampens the 
primitive fight-flight responses, possibly actu- 
ated by the “arousal system” of Magoun 
(15). It is further suggested that by con 
trolling this basic mechanism without impair- 
ing consciousness and the learning process, 
we can now do more effective psychotherapy. 

We seem to have entered the era of “com 
bined therapy” where drug therapy and psy 
chotherapy are complementary and can be 
combined to change the personality most 
effectively. 


BIBLIOGRAPHY 
1. Altschule, M. D., Bower, W., and Cook, L. 


Psychiatric experience with a new agent, chlor 
promazine. Presented at the San Francisco Session 
of A.M.A., June 21-25, 1954. 

2. Ames, L. B., Learned, J., Metraux, R. W., 
Walker, R. N. Child Rorschach Responses. New 
York: Hoeber, 1952 

3. Anton-Stephens, D. J. Ment. Sci 
Apr. 1954. 

4. Aron, E., Chambon, Y., and Voisin, A. Compt 
Rend. Acad. Med., 137: 417, 1953 

5. Chaptal, J., Jean, R., Campo, C., and Olivier, G 
Soc. Sci. Med. Biol. de Montpellier, abstracted, 
Presse med. 62: 769, May 19, 1954 

6. Charatran, F. B. E. J. Ment. Sci., 100: 882 
893, Oct 1954 
Conference on Reserpine in the Treatment of 


, 100: 543, 


/ 
Neuropsychiatric, Neurological and Related Clini 
cal Problems (Academy of Sciences, Section on 
Biology), New York, leb. 1955 

8. ilkes, J., and Elkes, C. B.M.J.: 2: 560, Sept 
4, 1954. 

9g. Ford, M. The application of the Rorschach 
test to young children. Univ. of Minn. Inst. of 
Child Welfare, Monograph Series No. 23, 1946 

10. Gatski, R. L. J.A.M.A., 1§7: 1298, Apr. 9, 


11. Hailman, H. F. J.A.M.A., 151: 1430, 1953 


1950] 


26 CHLORPROMAZINE TREATMENT OF CHILDREN [ July 


12. Hiebel, G., Bonvallet, M., and Dell, P. Se- 
maine d. hop. Paris, 30(37) : 2346, June 6, 1954. 

13. Kinross-Wright, V. Postgrad. Med. 16: 
297, Oct. 1954. 

14. Lehmann, H. E., and Hanrahan, G. E. Arch. 
Neurol. Psychiat., 71: 227, Feb. 1954. 

15. Magoun, H. W. A.M.A. Arch. Neurol. Psy- 
chiat., 67: 145, 1952. 

16. Sigwald, J., and Bouttier, D.: Ann. med. 
Paris, §4: 150, 1953. 

17. Tatlow, W. F. T., Fisher, C. M., and Dobkin, 
A. B.: Canad. M.A.J., 71: 380, Oct. 1954. 

18. Terzian, H. Ressegna di Neurologia Vegeta 
tiva, No. 4-5, 211-215, 1952. 

19. Winkelman, N. W., Jr. J.A.M.A., 155: 18, 
May I, 1954. 

20. Wolf, S., and Pinsky, R. J.A.M.A., 155: 339, 
1954. 


DISCUSSION 


Tuappeus P. Krusn, M.D. (Waltham, Mass.). 

Some time ago a professional worker curious 
about our work with children on an inpatient basis, 
spoke to one of our residents, and, in tones of 
mildly horrified disapproval said, “I understand 
that Doctor Krush uses drugs in the treatment of 
the children at the Met,” to which she received the 
answer, “Why yes, we do.” After a moment's 
hesitation, she condescendingly excused us with the 
remark, “Oh, but then I suppose he has to; they 
have such sick children out there.” 

It is, of course, true that we do receive children 
under 16 years of age having the most severe 
behavioral disturbances in the Commonwealth, and 
I sometimes grow weary trying to clarify the point 
that as physicians we have a wide range of thera- 
peutic agents at our command. 

It may be redundant to mention it, but it seems to 
me that we utilize a therapeutic agent, be it psy- 
chotherapy, drug, or whatever, to produce an effect 
modifying the reaction of the patient, or patients, 
with whom we are working; and, that treatment is 
planned, not so much on the basis of exclusion until 
only the most drastic measures remain for the most 
disturbed, but as an expression of opinion on the 
part of the physician as to what is needed to pro- 
mote a state of health or to meliorate the ravages 
of a continuing state of disease. Varying forms of 
psychotherapy and medications are not mutually 
exclusive of one another, but frequently lead to 
more rapid progress with the patient and his human 
constellation than might be expected if anyone were 
used singly. 

I therefore read this paper with considerable 
interest and pleasure. Inasmuch as Doctor Brian 
Hunt and I have been conducting a similar study 
during the past 4 months with 58 hospitalized chil 


dren, I should like to draw from our brief experi- 
ence with chlorpromazine (Thorazine) comment 
relevant to the paper under discussion: 

We especially confirm the clinical impressions of : 
(1) A greater se!f-acceptance on the part of the 
patient toward his problems; with a trend toward 
improved interpersonal relations; (2) a strengthen- 
ing of emotional controls; (3) the best results, in 
the nonpsychotic group, were obtained with those 
children having hyperactivity as a more important 
clinical manifestation; (4) the transient nature of 
the drowsiness. 

At the start of our trial run the pills were pre- 
sented to each child as “a means of helping you to 
get along better.” During the first day the chil- 
dren, as they were able to compare observations, 
got the idea that these were actually vitamins to 
pep them up and a large number became much more 
active whether on placebo or drug, On the second 
and third day word got around that they were 
getting a sleeping medicine and a large number of 
the children spent much of these 2 days asleep or 
dozing, again unrelated to whether placebo or drug. 

While the basic problems of the patient remain 
the same unless psychotherapeutically manipulated, 
a more florid expression of the illness (marked 
regression in latent schizophrenia, marked depres- 
sion in strongly hostile and aggressive character 
disorders) is occasionally encountered. 

Continuing blood studies have revealed no re- 
markable changes, but in addition to the drowsiness 
and one urticarial reaction, we have encountered 
3 cases of mild edema (two face, one ankles) and 
in 2 other instances reactivation of seizures, both 
having an increase in number of seizures. Our 
range of medication spanned from 50 mg. to 600 
mg. per day. 

We should be interested in further observations 
regarding the “facilitation of learning” effect; and 
whether any further side reactions are encountered. 


RESPONSE TO THE FOREGOING 


In answer to the questions of Dr. Krush, we did 
not observe any further side reaction than we have 
reported above. 

In our opinion the facilitation of learning was 
shown by: 

(1) The increase in the Wide Range Achieve- 
ment Test in all 13 patients who were studied 
for longer than 6 months to a degree that was 
greater than might be expected in the normal course 
of events; (2) by the improvement in the memory 
span in many cases, an effect which should improve 
the “climate for learning”; (3) the reports of the 
teachers and councilors of the improvement in 
grades of the students. 
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THE USE OF ELECTROENCEPHALOGRAPHY IN DIFFERENTIATING 
PSYCHOGENIC DISORDERS AND ORGANIC BRAIN DISEASES ':? 


PHILIP S. BERGMAN, M.D., ann MARTIN A. GREEN, M.D. 
New Yorx Crry 


A common problem in neuropsychiatry is 
the patient who presents features that sug- 
gest either a psychogenic disorder or organic 
disease of the brain. It is often impossible 
to make this distinction on clinical grounds 
alone, and the problem is further complicated 
by the fact that a single patient may have 
both. The EEG is called upon in this matter 
so frequently that such material forms the 
bulk of private EEG practice and of some 
psychiatric hospitals. This paper analyzes the 
accomplishments of electroencephalography 
in this respect. 

The type of material to be considered falls 
into a few well-known categories. First, and 
probably most common, is the problem of dif- 
ferentiating seizures from attacks of hysteria, 
syncope, panic, and other psychogenic symp- 
toms. Second, there are patients with psychic 
or neurologic symptoms who may or may not 
have accompanying structural disease of the 
brain. The third group consists of patients 
who are known epileptics and who are in- 
vestigated for personality changes or anti- 
social behavior. The question asked is, are 
these new developments part of an organic 
syndrome or is there a coincidental associa- 
tion of 2 separate disorders? Lastly, the 
EEG is used as a research tool to clarify 
some entities of uncertain cause, such as 
childhood schizophrenia, psychomotor  sei- 
zures, and night terrors in children. 

Fundamental to the consideration of this 
question is the criteria of abnormality which 
are used. It is common practice in electro- 
encephalography, illogical as it may sound 
when presented in this way, to consider a sig- 
nificant proportion of healthy subjects as 
Not only is this 
point of view unacceptable logically or by 


having abnormal records. 


analogy with other clinical and laboratory 
1 Read at the 111th annual meeting of ‘The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 
* From New York University College of Medicine, 
sellevue Hosiptal (III Division) and the Mount 
Sinai Hospital, New York. 


tests (it makes “unusual” and abnormal” 
equivalent), but it leads to an impossible 
situation when dealing with the problems 
considered here. It is generally agreed that 
many abnormal brains normal 
brainwaves. If we also accept the proposition 
that an appreciable number of normal people 
have abnormal EEG’s (that is, using “loose” 
criteria of abnormality), then the test can 
neither include nor exclude organic disease 
of the brain with certainty. On the other 
hand, a system of classification which con- 
siders all normal subjects as having normal 
EEG’s (strict criteria), will be of much 
greater diagnostic value, since an abnormal 
record inevitably points to disease. Its dis- 
advantage, of course, is that it will miss cases 


generate 


of organic disease, but no conceivable system 
can avoid this in the present state of our 
knowledge of neurophysiology. If strict cri- 
teria for abnormality are used, the EEG can 
be of great value in differentiating hysterical 
attacks and seizures, since an abnormal 
record signifies the presence of organic dis- 
ease. A report of an abnormal record, if 
made on loose criteria of abnormality, may 
cause untold harm to a patient in the form 
of social stigmatization, the performance of 
unnecessary, painful, and expensive neuro 
logical investigations, and unwise decisions 
by employers and the courts. Conversely, 
it is all too common practice to consider that 
a normal record excludes a seizure disorder 
and the patient may be deprived of simple 
and effective treatment. 

The percentage of normal records in frank 
seizure disorders varies from one observer to 
the other. Gibbs(1), for example, cites any 
where from 5% to 55%, depending on the 
type or types of seizures present. In our 
own material, (“strict” criteria), 45% of the 
patients with undisputed seizures had normal 
records. A normal record, then, does not ex- 
clude seizure disorder, nor even make it im- 
probable. Obviously, clinical judgment far 
exceeds the capabilities of electroencephalog- 
raphy in this respect. 
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Even if the EEG is taken during an attack, 
some seizures may be accompanied by a 
normal record. When unilateral seizures were 
induced by electric currents as a form of 
shock therapy, the EEG was characteristi- 
cally unaffected, even in the immediate post- 
convulsive state with hemiparesis and occa- 
sionally other localizing neurologic signs. 

Occasionally, a diagnosis of seizures can 
be made by the EEG where a psychogenic 
was considered almost certain, and 
these rare examples are often given dispro- 
portionate emphasis when electroencephalog- 
raphy is criticized. The following cases are 
illustrations 


cause 


A 19-year-old-girl suddenly became disoriented 
and “confused.” Her answers to questions about 
orientation and calculation were approximately cor- 
rect in a manner suggesting a psychogenic disorder 
The history of her past behavior and personality 
also indicated a neurotic disorder. However, an 
EEG taken during a period of confusion showed con- 
tinuous 3 to 4-cycles-per-second spike-wave activity 
(Fig. 1). This disappeared 24 hours later con- 
Records 


comitant with clearing of the sensorium. 
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taken several days later showed no abnormality 
and none could be provoked by the usual methods. 

In another instance, a 9-year-old girl had focal 
seizures on request and showed many other features 
of emotional disturbance. She never lost conscious- 
ness and the seizures were considered psychogenic. 
However, during a seizure there were synchronotis 
runs of slow activity (Fig. 2A) and after the sei- 
zure ended the record showed a focal abnormality 
corresponding z with the focal characteristics of the 
seizure (Fig, 2B). 


However, it is erroneous to generalize on 
these examples. Every day, psychogenic ill- 
ness is being diagnosed as seizure disorder 
because of the finding of an EEG that is un- 
usual, but still within normal limits. 
day, we may have to consider as organic 
disease much that we now call psychogenic, 
but there is insufficient evidence for this at 
present. Any detached analysis of the EEG 
will show these “unusual” records are no 
more common in psychiatric material than in 
the normal population. 


Some 


In the second group, we have the prob- 
lem of evaluating signs and symptoms which 
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This 3- to 4-per-second spike-wave activity was uninterrupted for at least 18 hours, while the 
patient showed features strongly suggesting a psychogenic disorder. 
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may either be psychogenic or caused by 
structural disease of the brain. A common 
example is the so-called post-concussion syn- 
drome. Using criteria of abnormal- 
ity, a large proportion of such patients show 
abnormal records, and the symptoms are 
then presumed to be the result of brain dam- 
age. However, identical records also occur 
in normal persons, making such a presump- 
tion highly questionable. Of course, many 
patients who have suffered a brain injury will 
have changes in the electrical pattern for 
varying periods. However, in our experience, 
the presence or absence of such changes had 
no relation to the symptoms. As a matter 
of fact, normal records were the rule in the 
postconcussion syndrome, whereas some of 
the most abnormal records occurred in pa- 
tients who had no symptoms at all. Since 
many employers, the courts, and boxing com- 
missions place great reliance upon EEG find- 
ings, the method has, in our experience, led 
rather than less, confusion. For 
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to more, 
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example, a previously capable boxer was 
being knocked down too many times and was 
suspected of a brain injury. Although the 
EEG was normal, there was good clinical 
evidence that a brain stem lesion was causing 
his lack of skill by producing double vision 
and ataxia. Because of the normal EEG, 
however, he was permitted to continue 
boxing. 

It might appear that the EEG would be 
us eful in distinguishing patients with hys- 
terical hemimotor and hemisensory syndromes 
from patients with similar defects as the 
result of brain disease. The criteria used 
for hysterical motor weakness are: (1) a 
gradual waning of power when only slight 
strength is applied by the examiner in at- 
tempting to move an actively fixed portion 
of the ext.emity ; (2) equal weakness at all 
joints of the extremity; (3) a discrepancy 
between the weakness demonstrated during 
examination and the ability to perform com- 
plex spontaneous movements. A _ hysterical 
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hemisensory syndrome is manifested by uni- 
laterally decreased vision, hearing, smell, and 
taste as well as the superficial sensory mo- 
dalities and vibratory sensation. A sharp line 
of transition occurs at the midline of the 
head and trunk. In a recent study of such 
patients(2), approximately 50% were found 
to have underlying organic nervous system 
disease upon which the hysterical phenomena 
were superimposed, In some, an abnormal 
EEG was the only indication of cerebral dis- 
ease. These observations should be con- 
sidered together with the fact that many pa- 
tients with obvious cerebral lesions have 
normal EEG’s. The conclusion is that the 
diagnosis of hysterical neurological signs 
must be made from clinical evaluation and 
not on the basis of the EEG. 

It is occasionally difficult to distinguish 
catatonic schizophrenia from stupor due to 
cerebral lesions or the so-called “coma vigil,” 
in which the patient is apathetic and with- 
drawn but has his eyes open and lacks the 
usual autonomic signs of coma. Although an 
abnormal EEG can solve this problem, both 


types of patients often give records so full 
of artifacts that they cannot be interpreted. 
A particularly vexing problem, common 
in psychiatric hospital practice, is the assess- 
ment of behavior disturbances in epileptics. 
A person with known convulsions commits 
a crime, for example. The problem that EEG 
is expected to solve is, was the criminal act 
committed in the course of a seizure or its 
attendant disturbances of consciousness or 
were the motivations those of an ordinary 
criminal? Obviously, the presence or absence 
of abnormal electrical activity at a later date 
has nothing to do with the case, and the 
decision must be made on other grounds. 
The EEG is also being used to contribute 
to our knowledge of certain disorders of un- 
certain nature, such as childhood schizo- 
phrenia, psychomotor epilepsy, autonomic 
fits and night terrors in children. Kennard 
(3) studied the EEG patterns in 176 schizo- 
phrenic children and found that 68% had 
records considered abnormal. However, 70% 
of all children admitted to Bellevue Psychi- 
atric Hospital had abnormal records accord- 
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ing to the same criteria. In our own experi- 
ence, it is impossible to differentiate the 
EEG’s of schizophrenic children from those 
of normals of the same age. Furthermore, 
Bender(4) states that almost all childhood 
schizophrenics continue as schizophrenics in 
adult life with the same clinical picture as 
adult schizophrenia. Yet the EEG’s of adult 
schizophrenics are characteristically normal, 
provided those with seizures and those who 
have received electric shock therapy are 
eliminated. 

Psychomotor epilepsy is receiving a great 
deal of attention, particularly with regard to 
surgical treatment. Yet psychomotor epilepsy 
is often diagnosed because of the presence 
of certain EEG findings and there is not a 
clear-cut clinical picture in many cases. It 
is possible that a form of circular reasoning 
is involved here. Gibbs and Gibbs(5) report, 
for example, on the occurrence of repetitive 
positive spikes at 6 and 14 cycles per second 
as an indicator of psychomotor or other sei- 
zures, Yet these patterns also occur in normal 
persons, and such normal subjects may then 
have psychogenic disorders misdiagnosed as 
seizures. 

It is a fact that even the most prominent 
features of the EEG, the alpha waves and 
the slow waves of disease and of childhood, 
are not yet understood from a physiological 


point of view. In view of this, the EEG as 
a diagnostic method must stand or fall on its 
clinical correlations alone. If these correla- 
tions are poor, any conclusions reached are 
liable to be misleading and may retard the 
progress of research rather than advance it. 

Finally, the EEG, like most laboratory 
procedures, is looked upon by the general 
public and a large part of the medical profes- 
sion aS an accurate measuring instrument, 
relatively free of human bias, and therefore 
to be highly respected. It is, unfortunately, 
far from this, and its judgments are only as 
good as those of the interpreter of the record. 
In rare cases, it may mean the difference be- 
tween good and bad management of a case, 
but in general it is less accurate than even a 
fair clinician and has occasionally led other- 
wise good clinicians astray. 
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Incidence of organic nervous 
conversion phenomena. In 


The management of mentally ill tubercu- 
lous patients presents some problems of 
major difficulty. Chief among these are the 
inability to rest well, and the refusal of food. 
The impossibility of training the patient in 
hygienic habits is a cause for concern be- 
cause of the likelihood of infecting other pa- 
tients or personnel, Disturbed patients make 
poor candidates for any but the simplest 
surgical procedures. Thus tuberculosis makes 
serious inroads upon the patient population 
in a mental hospital in spite of the newer 
chemotherapeutic methods that have proven 
so effective in nonpsychotic subjects. 


ELECTROCONVULSIVE THERAPY 


Electroshock therapy has been used almost 
universally in the control of disturbed psy- 
chotic patients. Not only does it relieve tor- 
menting thoughts, but it seems to work in 
almost specific fashion on the symptom of 
depression. When patients have been brought 
under control by this treatment they eat well, 
sleep well, and cause much less disturbance 
than before the treatment. Their cooperation 
in treatment is usually greatly enhanced. 
Hence this treatment has been of great value 
in the management of chronically disturbed 
psychotic patients. However, electroshock 
therapy has definite dangers when admin- 
istered to psychotic patients who are suffer- 
ing from tuberculosis. Jeftoft(5) noted 
spreading of the tuberculous infection in 12 
of 56 tuberculous patients, involving not only 
the other lung but also other parts of the 
body. Kalinowsky(7) mentioned a number 
of pulmonary complications of electrocon- 
vulsive therapy including abscess, gangrene, 
and bronchopneumonia. Dramatic instances 
of rapid onset of tuberculosis, generalized 

1 Physician in Charge, Tuberculosis Unit, Weston 
State Hospital 

2 Superintendent, Weston State Hospital. 

Consultant in Psychosurgery, Weston 
Hospital. 
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dissemination, and tuberculous pneumonia 
were noted. Altschule and Tillotson(1), Will 
and Duval(10), Kaldeck(6), and Peacock 
and Domancic(&) have confirmed these find- 
ings; on the other hand, Pleasure(g) seems 
to minimize the dangers when active chemo- 
therapy accompanies the electroshock ther- 
apy. 

The sudden onset of a violent convulsion 
with powerful contraction of the chest 
muscles followed by vigorous deep breathing 
would seem to favor the dissemination of 
pulmonary tuberculosis, particularly in the 
presence of cavitation. The softening of the 
muscular contractions by curarizing drugs 
presents other dangers by reducing respira- 
tion and leading to apnea and cyanosis. 

In the tuberculosis unit of Weston State 
Hospital during the years 1949 to 1952, 153 
patients with tuberculosis were treated by 
electroshock therapy. In 116 cases the tu- 
berculosis was in the arrested stage. Treat- 
ments were given twice weekly as needed to 
control excessive activity, averaging 24 con- 
vulsions per patient, with extremes ranging 
from 3 to 102 during the treatment year. 
Routine chest x-rays were made every 3 to 6 
months plus frequent fluoroscopic examina- 
tions. By the end of the year 20 of these 116 
patients showed reactivation of the tuberculo- 
sis. Fourteen showed additional infiltrat/ons 
near the stabilized or apparently arrested le- 
sions. Six other patients developed immediate 
and alarming complications. One of these 
died of miliary tuberculosis and meningitis ; 1 
patient had a severe hemorrhage ; 2 patients 
suffered pneumothorax ; and 2 others showed 
rapid spread of the tuberculosis with loss of 
control by collapse therapy. These complica- 
tions could definitely be attributed to the 
electroshock therapy. Spreading infection 
in the other cases as found by x-ray might 
have occurred without shock therapy since 
spontaneous relapses occur in tuberculosis 
even under optimal conditions. However, 
the association of shock therapy with relight- 
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TABLE 1 schizophrenic were recognized, and in 1950, 
Errects or THeRapeutic ELECTROSHOCK UPON Freeman and Watts(4) wrote as follows: 
PULMONARY TUBERCULOSIS Tuberculosis in a disturbed schizophrenic is a strong 
‘tivet : indication. Not only does prefrontal lobotomy do 
away with the disturbed behavior which is a menace 
Death from tuberculosis. 3 
: to other patients and to the personnel, but also en- 
ables the patient to rest and to enjoy his food, with 
resulting gain in weight and a tendency to healing 


ing of the tuberculous infection occurred too 
often for complacency. 

In addition to the 116 patients with ar- 
rested tuberculosis, there were 37 others who 
because of their violent behavior were sub- 
jected to electroshock therapy in the hope 
of bringing them into a more cooperative 
state for the administration of other treat- 
ments. At the end of the treatment year 12 
patients showed progression of tuberculosis, 
7 showed improvement in the pulmonary con- 
dition, and 18 showed no essential change. 

The effects of electroshock upon tubercu- 
lous psychotic patients are shown in Tables 
I and 2. 

Our experience shows that the advantages 
obtained by shock therapy still outweigh the 
dangers; nevertheless, the treatment does 
not always produce lasting effects upon the 
psychosis, and it may cause permanent dam- 
age. Close(2) emphasizes careful weighing 
of the expected advantages against the risks. 
As a consequence, electroshock therapy is no 
longer used in cases of active tuberculosis. 
In arrested cases electroshock therapy is 
employed judiciously for its sedative effects. 


TRANSORBITAL LOBOTOMY 


As early as 1944 the beneficent effects of 
lobotomy upon the disturbed tuberculous 


TABLE 2 


Errects or THERAPEUTIC ELECTROSHOCK UPON 
MENTAL CONDITION OF TUBERCULOSIS PATIENTS 


Transitory improvement of behavior.......... 49 
Unchanged ....... 75 


Prefrontal lobotomy is a major surgical 
procedure requiring at least an hour for its 
performance, while transorbital lobotomy ac- 
complishes the same effects in a very few 
minutes. Beginning in 1948, transorbital lo- 
botomy was introduced into the state hospi- 
tals in West Virginia, and a report of the 
general features was published by Freeman, 
Davis, East, Tait, Johnson, and Rogers(3). 
All told, some 700 patients have been treated, 
a third of whom are at home. Very few of 
the tuberculous patients have been released, 
however. 

Since 1952, transorbital lobotomy has been 
used as a substitute for electroshock in the 
treatment of mentally ill tuberculous patients. 
The technique need not be described here. 
Suffice it to state that a sharp instrument is 
driven through the orbital plate on each side 
to a depth of § cm. within the frontal lobe, 
and moved so as to sever the connections be- 
tween the thalamus and the medial quadrants 
of the frontal lobes. The operation requires 
less than 3 minutes and can easily be ac- 
complished after the administration of pento- 
thal 0.2 to 0.5 grams intravenously. Recovery 
is prompt, and the patient is often ready for 
the next meal. Complications are few, aside 
from swelling and discoloration of the eye- 
lids that clear up in a few days. 

In 1952, 4 patients with active advanced 
pulmonary tuberculosis (one with an inter- 
auricular septal defect in addition) withstood 
the operation very well, in 1953, 21 patients, 
and in 1954, 32 more were operated upon. 
Some of these patients also had additional 
complications that would have contraindi- 
cated shock therapy. The only operative fa- 
tality occurred in a young man, in relatively 
good condition, who suffered an intracerebral 
hemorrhage. Of the 57 patients, 41 had ac- 
tive tuberculosis, 19 in an advanced stage. 
There were 4 patients in critical condition 
who were presented for operation. One of 
these died a few days before operation and 
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another 12 days later, both of tuberculosis. 
The other 2 patients, almost equally sick, re- 
sponded in gratifying fashion. One of these 
was in an acutely manic state, weighing 67 
pounds. Within 3 months she had doubled 
her weight. The other patient, suffering from 
agitated depression, weighed 78 pounds be- 
fore the operation and regained her normal 
weight within 3 months. Weight gain is 
striking and is clearly related to relaxation of 
the mental tension. Edema of the lower limbs 
tends to clear up, whether due to orthostasis 
or to congestive failure. 

The effect of transorbital lobotomy upon 
patients with pulmonary tuberculosis has 
been gratifying. The first change noted is 
the quieting of disturbed behavior. The pa- 
tient comes out of operation as though wak- 
ing from a bad dream, is at peace with him- 
self and with the world. He is cooperative 
and friendly, no longer suspicious, hostile, or 
disturbed. He can accept orders, cooperate 
in the treatments, and it not upset by other 
therapeutic procedures. He sleeps quietly, 
rests well during the rest periods, and often 
eats ravenously. Control of the sphincters 
may be disturbed for a few days or weeks. 
There is remarkable muscular relaxation dur- 
ing the rest periods. 


CLINICAL OBSERVATIONS 


Temperatures rise from 1 to 3 degrees 
Fahrenheit on the day following the opera- 
tion, but usually return to normal by the 
fourth day and remain so even in cases who 
previously had afternoon elevations of tem- 
perature. By the end of the first week the 
patients lose an average of 2 pounds, but 
after that the gain in weight is usually steady 
and sometimes striking as indicated in Fig. 1. 

Before lobotomy 21 of the patients had 
sputa which were positive for M. tubercu- 
losis. When the whole group was tested in 
March 1955, only 2 patients still had positive 
sputa. 

Reserpine and chlorpromazine are now 
widely used in this hospital. The drugs’ ef- 
fects are not lasting, and the effects are 
characterized by drowsiness, general weak- 
ness which ranges from mild lassitude to 
profound prostration. The pulse rate slows, 
and the blood pressure falls. Patients perspire 
profusely with signs of circulatory collapse, 


AVERAGE WEIGHT GAIN DER PERSON 


\ 


TIME IN MONTHS 


Fic. 1.—An initial loss of 2 pounds at end of first 
month; at end of 1 month average gain was I 
pound; at end of 3 months average gain was 6 
pounds; at end of 6 months average gain was 8 
pounds. 


though no fatalities have occurred. Appetites 
are impaired because of gastrointestinal up- 
sets. Many patients cannot get out of bed. 
The lobotomized patients appear happier. 
They rest well and enjoy both physical and 
mental relaxation, and they eat more, Com- 
parison of patients treated by lobotomy and 
those treated by drugs shows that operated 
patients are somewhat less disturbed, and 
more lobotomized patients have been released 
from the hospital. 

The effect upon the pulmonary lesions is 
also significant. While transorbital lobotomy 
can in no measure be considered a specific 
therapeutic procedure against tuberculosis, 
nevertheless the study of the roentgenograms 
in successive stages often shows rapid and 
striking improvement. This occurred in 22% 
of the cases, while slower improvement was 
noted in 27% and stabilization in 35%. Thus 
there was arrest or improvement in the tu- 
berculous process as judged roentgenographi- 
cally in 84%. Lesions that were previously 
progressive have come readily under control 
with collapse therapy and medication. Many 
patients were thus enabled to undergo major 
thoracic surgery without difficulty. More 
than half of them have had pneumothorax or 
pneumoperitoneum, and 12 have undergone 
thoracoplasty or resection. 


ILLUSTRATIVE CASES 


Case 1.—N. J. B. was a 31-year-old white female 
schizophrenic with active tuberculosis and bron- 
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chiectasis. Transorbital lobotomy was performed 
under electroshock in 1948, and the electroshock 
was continued, with lighting up of the infection. Her 
mental condition improved and the tuberculosis was 
controlled with streptomycin, 42 grams, pneumoperi- 
toneum, and crushing of the right phrenic nerve. 
The patient was well enough to return home in 1952, 
and the pneumoperitoneum was continued through 
the following year. Relapse in her mental condition 
required return to the hospital, and a second trans- 
orbital lobotomy was performed in July 1953, under 
pentothal. There was no further spread of the 
tuberculous lesion, but rather fibrosis throughout 
the right lower lobe. 

Case 2.—H. L. M. was a 54-year-old white male 
with involutional melancholia. He was agitated, de- 
fiant, and refused food. Serial x-rays showed rapid 
dissemination of the lesions. Patient underwent 
transorbital lobotomy, and was also treated with 
streptomycin 60 grams, I.N.H. and P.A.S., and 
pneumoperitoneum. This treatment resulted in clear- 
ing of the infiltration and decrease in the size of the 
cavity in the right upper lobe, although the sputum 
remained positive. The patient later went through 
right extraperiosteal plumbage without difficulty. 


SUMMARY 


Electroconvulsive therapy was found defi- 
nitely harmful to patients suffering from ac- 
tive pulmonary tuberculosis. 


Transorbital 


lobotomy was found to be an effective sub- 
stitute for shock therapy. The prolonged re- 
lief of mental tension, anxiety, and emotional 
distress was found to be very beneficial to 
psychotic patients who suffered also from 
active pulmonary tuberculosis. 
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PSYCHOANALYSIS: SOME CRITICAL COMMENTS 
HIRAM JOHNSON, M.D., Orancesurc, N. Y. 


Beethoven and his Nephew,’ by the two 
well-known clinicians, Editha and Richard 
Sterba, while well able to stand on its own 
feet as a very competent psychoanalytic 
study of Beethoven, will possibly be of chief 
interest to the eclectic psychiatrist because of 
the incidental light it throws on orthodox 
psychoanalysis, and because of the many 
questions it raises concerning Freud’s own 
method, its premises, inner workings, and 
broader social implications. 

As to the book itself, unquestionably this 
scholarly and well-documented work will 
have, and deserves to have a wide sale, al- 
though not everyone will go along with the 
authors’ conclusions. It is their main con- 
tention that Beethoven’s disturbed relation- 
ship to his brothers and nephew was due to 
his inability to reconcile the polarity between 
the male and female principle (p. 305). 
Frankly, I find this unintelligible, and am 
reminded of the yin-yang (female-male) 


principle in Chinese philosophy as applied 
not only to interpersonal attitudes but to 


matter as well—to ships, shoes, and, con- 
ceivably, sealing wax. This is a fascinating 
way to look at things, but baffling and ques- 
tionably scientific. This comes close to the 
sort of thing which Paracelsus does when he 
reduces all diseases under 4 principal heads: 
“leprosy, gout, dropsy and falling sickness,” 
where “falling sickness” is made to embrace 
such ill-assorted bedfellows as “palsy, ver- 
tigo, convulsions, incubus and apoplexy.” 
Here we are in the realm of pure poetry, al- 
though in Paracelsus we can faintly descry 
the rudiments of modern science. 

Returning again to the Sterba opus, nei- 
ther can I subscribe to the imputation of 
homosexuality in Beethoven’s intense on- 
again-off-again, emotional relationships to 
his younger brothers. The “dynamics” here 
are not psychosexual but sociological. Sib- 
lings raised in broken homes (the elder 
Beethoven was a drunkard), under condi- 
tions of extreme poverty, regularly develop 
such intense and usually life-long bonds. 


1 Pantheon Books, 1954. 
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Beethoven and his Nephew is a good ex- 
ample of pathography, viz., the psycho- 
analytic approach to biography, in which we 
behold science and art united in a sort of 
unstable, somewhat unholy wedlock. Some- 
thing like pathography was probably bound 
to evolve, for the trend in the history of 
literary criticism reveals a progressive so- 
phistication, a deepening of insight, and a 
probing into the nature and inner springs 
of artistic creativity. In theory, the psycho- 
analytically trained critic should be at a tre- 
mendous advantage. And yet today, for 
sound, penetrating insights into human na- 
ture, we turn not to the pathographers but to 
such men as Leavis, Pritchett, or Quennell— 
to name some contemporary heavyweights, 
literary men who are quite innocent of any 
psychoanalytic training. To use technical 
language, the verstehende psychologists are 
still far in the lead, and more scientific than 
the erklarende psychologists. The fact that 
pathography has produced so much that is 
sterile or grotesquely wide of the mark is 
itself of some interest. But of greater inter- 
est is the incidental light which is thrown on 
the philosophy, mechanics, and ultimate im- 
plications of psychoanalysis. First of all in 
his reading of pathographic literature, I— 
rightly or wrongly—detect a slight flavor of 
misanthropy. While the pathographer is al- 
ways ready to bend a courtier’s leg to the 
gigantic shadow of Freud—nonsense and 
all—nowhere do I recall ever having seen 
psychoanalytic efforts expended to prove that 
X was not a homosexual—popular rumor to 
the contrary—or that Y’s strong attachment 
to his mother or his sister was not inces- 
tuous. Quite the contrary, for the bright and 
eager clinician, poking his stick through the 
bars of humanity has demonstrated that 
Jesus Christ was a paranoid schizophrenic 
(Die Krankheit Jesu—but less of this since 
World War II), that St. Paul was a homo- 
sexual, and that many others enshrined in 
the pantheon of western civilization were 
voyeurs, sadists, inverts and what not. And 
yet oddly enough nowhere is there a psycho- 
analytic study of psychoanalysts, although 
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psychoanalysts at one time—this may have 
changed, of course—seem to have had the 
highest suicide rate in history (of the 20- 
odd men originally connected with the psy- 
choanalytic movement in Vienna, 7 com- 
mitted suicide; Marcus, 1913; Schrotter, 
1913; Tausk, 1919; Kahane, 1923; Silberer, 
1923; Stekel, 1940; Federn, 1950). But 
there is a reason for all this. 

But first of all it will be obvious that this 
hemlock-flavored poetry, or to change the 
figure, this glass-house brick-throwing, which 
constitutes so much of pathography, is not 
the emotionally detached, scientific instru- 
ment that it purports to be, but is too fre- 
quently a distillate of bitterness containing 
in its philosophic essence, a denigration of 
Man. Here one is reminded of Dadaism, 
that “system of coherent bitterness,” and 
other misanthropic trends following World 
War I. Now it is generally accepted that 
the psychoanalytic method, when applied 
over long periods to younger, favorable 
cases, will in some instances remove symp- 
toms and bring about personality changes. 
But this does not happen in quite the same 


way that the psychoanalytic textbooks claim. 
For here we are dealing with a process of 
negative conditioning or, more precisely, re- 
ciprocal inhibition (Eysenck, Wolpe). To 
quote Wolpe, we are dealing with the 


. reciprocal inhibition of anxiety responses by 
more powerful antagonistic emotional responses 
evoked in the patient by the therapist and by the 
interview situation in general. 


The same penetrating observer says: 


. reciprocal inhibition of anxiety responses is 
procured. The new behavior is most often aggres- 
sive or assertive in character, because the auto- 
nomic components of such behavior are opposite to 
the autonomic responses subserving anxiety, and 
may therefore be expected to be antagonistic to 
them [Freud’s name for the “work” of analysis was 
“re-education,” which naively says the same thing]. 
In other words the patient is encouraged to 
let his thoughts ramble with the proviso that 
his associations will, in the end, have the 
desired negative conditioning impact. For 
in psychoanalysis there are no “free” asso- 
ciations. The patient, if he desires to get bet- 
ter, quickly learns what he is to talk about, 
he learns that certain kinds of associations 
are worthless (resistance) while other asso- 
ciations have value, the most valuable in the 


Freudian scheme being the associations with 
the hardest hitting negative conditioning im- 
pact. Thus memories, thoughts and phan- 
tasies of no relevance to the business at hand 
(resistance) continually jostle for attention 
with the good and the valued. These valued 
associations in the Freudian method often 
are produced after long interludes of “re- 
sistance,” and, in the cold light of scientific 
observation, are nothing more than a tissue 
of orthopsychiatric fictions (to use Vai- 
hinger’s term) which, in their decondition- 
ing impact, bespatter the symptom or un- 
wanted character trait with incest horror, 
emasculation phantasies, faeces-smearing etc. 
until such symptom or character trait is 
broken up. Moreover only when the pa- 
tient is convinced of the complete rationality 
of the process can he be said to have full 
“insight.” What is more, in the Freudian 
method, only the bulls-eyes count; the tan- 
gential hits such as the true cause-and-effect 
relationships between symptom and cause of 
symptom, causes which may be religious, 
sociological, vocational, or existential, have 
little value. This may be why the more 
reasonable, the more scientific derivatives 
of the Freudian method take longer to bring 
about results. One can go over the true 
causes of symptoms with neurotics at great 
length before results are obtained, whereas 
a few shots of incest horror or other necro- 
tizing agent injected into the area of the 
symptom will work wonders. But this hap- 
pens only when the patient is willing not only 
to handle his own syringe (under the expert 
guidance of the analyst) but also produces 
his own necrotizing agent. 

The next question of course is what differ- 
ence does it make? Is it important as long 
as results are achieved? [ut it is important, 
for two reasons—scientific and philosophical. 
If a patient with a carbuncle is cured by 
penicillin, we do not say that the patient had 
“penicillinitis.” We do not confuse the dis- 
ease with the medicine used to cure the dis- 
ease. And yet psychoanalytic literature bris- 
tles with such expressions as “he had a 
strong Oedipal relationship to his mother,” 
meaning simply that for various reasons, 
cultural and otherwise, the patient had an ab- 
normally strong attachment to his mother 
but that the emotional umbilical cord could 
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be infiltrated and sloughed off with ad hoc 
incest horror. This confusion between un- 
wanted symptoms, or character trait, and 
the material used to negatively condition the 
unwanted symptomatology, contaminates all 
psychoanalytic writing. It could be described 
as the “penicillinitis” fallacy. It often makes 
the reading of psychoanalytic literature a 
head-splitting business. Much of this litera- 
ture should be accompanied by an explana- 
tory gloss. “Figure X (this refers to a 
young patient's drawing of his mother) fea- 
tures a powerful, hostile, castrating and re- 
jecting female (a mother-image that has 
probably saddled the patient with guilt and 
haunted him with disturbing infantile sex 
phantasies) ete. 

What are we to make of this? How much 
of it is carbuncle and how much penicillin ? 
Hiow much is pathology and how much the 
medicine (the only medicine, the psycho- 
analyst would affirm) to cure the pathology? 
The above provides some excellent examples 
of the “penicillinitis” fallacy, but all psycho- 
analytic writing is riddled with it. 

But far more important than muddled 
thinking are the philosophical implications 
of this negative conditioning technique. This 
method, which is largely the important ac- 
tivity of psychoanalysis, does not take place 
in a philosophical vacuum (nothing do¥s) 
but takes for granted a certain anthropology, 
or concept of man, a concept of man which 
in general reflects the philosophical climate 
of late nineteenth-century Germany. It will 
be recalled that, according to the Freudian 
picture, the Ego is a sort of frail, storm- 
tossed bark, trying its best to hold itself to- 
gether under the glowering sky of the Super- 
ego and resting not too comfortably on the 
“Unconscious,” the vast bulk of man, which 
is pictured as a raging turmoil of incest, 
homicide, faeces-smearing, etc. 

Thus it will be seen that psychoanalysis 
is fixated at the Edwardian level and still 
regards our neurotic ills as if we were a 
society of 1905 prudes, Beginning as a form 
of treatment, psychoanalysis soon needed 
theoretical formulations. Now a survey of 
the development of psychoanalytic theory 
shows that, from the beginning, the material 
used in the process of negative conditioning 
was regarded, not as something extrinsic or 
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at least tangential to the true nature of man, 
but as welling up from the fiery bosom of 
humanity itself. This peculiar concept of 
the “Unconscious” is straight out of Hart- 
mann, out of Schopenhauer, out of Fichte. 
It will be recalled that at the heart of 
Schopenhauer’s noumenal idealism was a 
blind, restless, unintelligent, unconscious 
will, and that this “blind will” (Unbewusster 
Wille—roughly equivalent to Freud’s Un- 
conscious ) becomes conscicus in us only by 
using intelligence as a means to an end. It 
cannot be overemphasized that these various 
German concepts of an Unconscious (includ- 
ing Freud’s) are not merely psychological 
theories, but integral parts of pessimistic 
philosopnical systems, or, more properly, 
religio-philosophical systems, since we are 
dealing also with goals and values. In 
Freud’s system, in addition to his Uncon- 
scious, we are dealing also with a compound 
of determinism, atheism, hedonism, fatalism, 
and mechanism. 

Determinism.—F reud’s patient, at the age 
of 14 years, precisely at 5 p. m. wakes up 
and beholds his parents having sexual inter- 
course a tergo, 3 times repeated. This hor- 
rendous spectacle determines a neurosis of 
which the following dream is the focal point 
occurring 24 years later. The window of 
his bedroom opened (1.e., he had opened his 
eyes) and he beheld 6 wolves. (Resistance— 
only 2 wolves would have been a dead give- 
away). They were looking at him with 
strained attention (1.e., he had watched his 
parents ditto) they were quite white (i.¢., 
the bed- sheets were white) the wolves were 
sitting motionless (1.e., his copulating par- 
ents were in violent motion), etc., etc. This 
type of thinking is also mechanistic, for the 
primal scene described above determines the 
dream inevitably and inexorably like a long 
row of toppling, up-ended bricks striking 
one another over the months and years. This 
dream incidentally fulfills the 3 requirements 
of every good Freudian dream interpreta- 
tion: (1) It has a really terrific nega- 
tive conditioning wallop. As a matter of fact 
the patient’s symptoms were improved after- 
wards ; (2) by hoisting the placard, “This Is 
Science” and by variously classifying all ab- 
surdities and inconsistencies as ‘‘mecha- 
nisms,” it gives the superficial impression of 
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scientific mechanism (the patient had already 
had 2 years of methodological brain wash- 
ing); (3) it gives ample scope for a mis- 
anthropic concept of Man; his goals, his con- 
flicts, and inner motivations. 

Atheism.—‘Religion is an attempt to get 
control over the sensory world... by 
means of the wish-world ... it cannot 
achieve its end. Its consolations deserve no 
trust the truth of religion may be alto- 
gether disregarded” (New Introductory 
Lectures). In place of religion, Freud 
would introduce a scientific Weltanschauung 
(which is pure gibberish) with, of course, 
psychoanalysis as the keystone. 

Hedonism.—“The main curative factor in 
adult analysis is the fact that after the re- 
moval of the repressions, genital primacy is 
established and regular satisfactions enable 
che patient to regulate the economics of his 
instinctual life” (Fenichel). “Where sex is 
not available,” the same author says, “even 
in younger persons one occasionally has the 
impression that a successful analysis might 
make a person more unhappy than he ‘s in 
his neurosis. This is the case if he is living 
in a situation that excludes any possibility 
of [sexual] gratification ... it would do 
no good to provoke longings that cannot be 
fulfilled.” 

And so with mechanism and fatalism. But 
space forbids. 

I submit that the psychoanalytic method, 
like a fly in amber, is embedded in the 
religio-philosophical system described above 
and that it is impossible to use it without 
introducing a characteristic system of values 
and philosophy of life. In other words, the 
psychoanalytic method comes packaged, as 
a whole. Many cases of resistance spring 
from the patient’s rejection of the religio- 
philosophical ingredients which are sold 
along with the package. This system of 
course is not taught as such; it is never 
formulated but is assumed and taken for 
granted. We may safely assume also that 
Freud unconsciously was aware of this. His 
very striking and often expressed aversion 
to philosophy is pushed almost to the point 
of a deliberate policy of obscurantism. We 
are reminded of a squid squirting ink to hide 
its movements from critical observation— 
and also from itself. 


It is true that the central problems of 
modern Western man, standing as he does 
on a rubble heap of bibliolatrous Protestant- 
ism, are not psychosexual, but religio-philo- 
sophical. They are the problems of a con- 
fused, oversophisticated culture—strikingly 
like Alexandrian society in the second cen- 
tury. In general they are problems which 
deal with values. They are problems that 
call for a clarification of what is good or 
bad, of what is worth striving for, problems 
of establishing a meaningful and satisfactory 
relationship to the world and to one’s fellow 
man—problems which raise the question as 
to whether life itself is meaningful, or with- 
out meaning. In short, they are the prob- 
lems of wisdom. In contemporary European 
psychoanalysis (which is always 20 years 
ahead of our own), these problems which 
are the sources of existential anxiety are 
recognized as such and are treated with 
special techniques. For anxiety springing 
from existential cannot be stilled 
with sexual opiates. The attempt to trans- 
late existential anxiety into psychosexual 
anxiety only leads to tragic results as almost 
every busload of patients from a large 
metropolitan hospital with its quota of ana- 
lytical failures will testify. 

We must not forget that there is complete 
religious freedom in this country and pre- 
sumably there is room for hedonism along 
with the rest of the deterministic, atheistic, 
fatalistic, mechanistic syndrome. Essentially 
it makes no difference whether a value sys- 
tem and world outlook is tied in with and is 
corroborated by a psychological method of 
negative conditioning or whether it emanates 
from a supernatural, revealed religion, such 
as Christianity or Judaism. There is room 
for all. However, it is not in the American 
tradition to support religion with govern 
ment funds. There has always been a sepa 
ration between Church and State. This raises 
some puzzling questions about the govern 
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ment supported “dynamically oriented” men- 
tal hygiene clinic. For despite the panache 
of “mechanisms,” an “economic theory of 
the Libido,” and other scientific lingo, the 
mental hygienist most certainly deals (im 
plicitly) with values, with what is good or 
bad, with what makes life meaningful, with 
what things are worth striving for. 
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Is it possible that we are developing the 
equivalent of a secular church, supported by 
government monies, staffed by a genital- 
level apostolate unwittingly dispensing a 
broth of existential atheism, hedonism, and 
other dubious religio-philosophical ingredi- 
ents? Is this exactly what the nation needs 
now as she girds herself for destiny? 

All this gives no grounds for complacency. 
For the problem of unhappiness, of “emo- 
tional maladjustment,” is not brought to the 
religionist as it was 100 years ago, but is 
brought to the scientist—for such the 
psychoanalyst purports to be. 

What then is the answer? The greater 
precision of diagnostic focus of European 
psychiatry has shown that the problems of 
contemporary man are no longer the sex and 
hunger which relate him to the animal, but 
are the varied existential anxieties which 
arise from the core of man as man. In the 


practical business of running a mental hy- 
giene clinic what would this mean? Should 
chaplains, for example, be a part of the diag- 
nostic and treatment team? Most definitely 
not. For in my experience most of the min- 
istry who gravitate towards “pastoral psy- 
chiatry,” especially via a neurosis and 
psychoanalytic therapy, are little more than 
poorly trained lay analysts. Here again we 
must look to Europe where the trend is to- 
ward the clinician’s supplementing his onto- 
genetic studies with Jungian and existential 
techniques. Although there would be little 
demand for this literature, there should be 
American foundation or research money 
available for the translation of the works of 
Binswanger, Trueb, Frankl, Boss and others. 
(Even Jaspers is not yet translated!) In the 
meantime, in our medical schools and in the 
training and accrediting of our young clini- 
cians, we can at least insist upon a broad, 
enlightened eclecticism. 
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THE STRUCTURE OF PRIVATE PRACTICE IN PSYCHIATRY ' 
HENRY A. DAVIDSON, M.D., Cavan Grove, N. J. 


Until recently, most psychiatrists were in 
hospitals, agencies, and clinics. In 1954 for 
the first time the number in private practice 
exceeded the number in full-time salaried 
positions. This report is based on a 1954 
questionnaire survey of private practitioners 
of psychiatry, on a 1951 survey by Muncie 
and Billings, on the 1952 study by the A.P.A. 
Medical Director’s Office, a 1949 Depart- 
ment of Commerce survey, and on material 
in the files of the publication Medical Eco- 
nomics. In this text the word “psychiatrist” 
means one engaged essentially in private 
practice. A “high frequency” psychiatrist 
is one who wants to see a psychoneurotic 3 
or more times a week for psychotherapy. A 
“low frequency” psychiatrist is one who 
thinks that, for most psychoneurotics, one 
psychotherapeutic contact a week is enough. 
This difference between high and low fre- 
quency psychiatrists is of considerable sig- 
nificance. 

When I speak here of a certain fraction of 
the psychiatrists in this country, I mean that 
proportion of the private practitioners who 
were counted in the survey. 

Only one-fourth of American psychiatrists 
are in the high frequency group. Both my 
own survey and the earlier Muncie and 
Billings report agree on this. Analysis of the 
high frequency group—and I mean statistical 
analysis not psycho-analysis—shows that the 
high frequency psychiatrist is generally 
younger, less accepting of electrical therapies, 
and less willing to make calls than is the low 
frequency psychiatrist. He is more likely to 
send a bill to a physician-patient than his low 
frequency colleague. He is more reluctant 
to sign commitment papers or to testify in 
court. About one-fourth of private practi- 
tioners are “pure psychotherapists” in that 
they generally stay in their offices, do not 
make calls, sign commitment papers, testify 
in court, perform electronic therapies, or 
show professional courtesy to physician-pa- 
tients. 


1 Read in the Section on Private Practice at the 
111th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 9-13, 1955. 


The gross income of psychiatrists averaged 
about $24,000 and the net income was about 
$18,000. The gross range varied from about 
$6,000 to over $100,000. The geographic 
variation followed the pattern for all business 
and professions, showing the lowest incomes 
in the northeast and the highest in the west 
and southwest. 

Psychiatry is one of the lowest-income 
specialties in medicine. In the Department 
of Commerce study psychiatry was three- 
quarters of the way down the list when 
specialties were arranged in order of net 
income. In terms of gross income, psychiatry 
was at the absolute bottom of the list of all 
medical specialties according to a Medical 
Economics survey. Because he has the lowest 
overhead in all medicine, the psychiatrist 
rates better in net income than he does in 
gross income. The reason for the relatively 
poor earning capacity of the psychiatrist is 
this: if he does much psychotherapy, he can 
see only one patient an hour. A dermatolo- 
gist sees, on the average, 4 patients an hour. 
By charging only 5-dollar fees, the derma- 
tologist can earn more than the psychothera- 
pist charging a 15-dollar fee. The psychiatrist 
generally has a low ceiling on his income 
because of the small patient-load he can 
carry. And since fees-per-patient-contact 
have to be high, fewer people can afford pro- 
longed psychiatric care than can afford care 
for chronic skin disease, hypertension, or 
allergies. Also, the psychiatrist has more in- 
volvement in educational and civic activities 
than most other physicians. Indeed, Muncie 
and Billings estimate that the psychiatrist di- 
verts a fifth of his working time to gratuitous 
activities. When these 3 factors are weighed, 
it is easy to see why psychiatry is a relatively 
low-income specialty. 

This highlights one of the basic dilemmas 
of private-practice psychiatry. The com- 
monest fee per patient-contact is 15 dollars. 
If, as many psychotherapists insist, a psycho- 
neurotic needs 3 to 5 interviews a week, then 
private psychotherapy costs 45-75 dollars a 
week. However, the average income per 
family today is 70 dollars a week. The aver- 
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age American, therefore, cannot afford much 
prolonged psychotherapy at 45 or more 
dollars per week. Since the psychiatrist al- 
ready has the lowest gross income of any 
medical specialist, he cannot lower his fees. 
This produces the grotesque situation where 
the psychiatrist cannot afford to work for 
fees which the patient can afford to pay. At 
the moment, there are relatively few private 
practitioners in psychiatry. They can keep 
busy with patients who can afford their fees, 
and thus may not know about the greater 
number who cannot afford them. 

Of the psychiatrists in private practice, 
about three-fourths are under the age of 50. 
In other specialties, only about one-half are 
in this bracket. In that sense, psychiatrists 
are a youthful group. However, the average 
age seems to be slowly advancing, and has 
climbed 2 age years in the last 3 calendar 
years. This has been due to a conspicuous 
fall-off in the number of young doctors enter- 
ing the specialty. I do not know whether 
this means that our specialty is losing its 
glamor, or whether the high rate of recruit- 
ment in 1947 and 1948 was caused by an 
abnormal situation. 

To a statistically meaningful extent, older 
practitioners were less likely to ask a fee of 
a physician-patient than were their juniors; 
they were less likely to ask for a very high 
psychotherapeutic visit frequency ; they were 
more willing to make calls, testify and show 
professional courtesy to pharmacists. Actu- 
ally these findings did not correlate directly 
to age so much as they marked out the differ- 
ence between what might be called the pure 
psychotherapist and the more eclectic psy- 
chiatrist. 

About two-thirds of today’s psychiatrists 
are board diplomates. In other specialties 
the certification ratio ranges from 18% to 
92%, with psychiatry at a mid-way position. 
Board diplomates in psychiatry were less 
likely to make calls, sign commitment papers, 
and show professional courtesy to phar- 
macists than were uncertified practitioners ; 
and board diplomates were significantly more 
likely to perform electronic therapies than 
were nondiplomates. Diplomates also had a 
greater income on the average. 

With respect to the single consultation, 
88% of psychiatrists will refuse a fee from 


a fellow physician. If a prolonged treatment 
series is involved, 61% expect some fee when 
the patient is a physician. In this respect 
psychiatrists are unique. Other specialists, 
particularly obstetricians in a hospital or uni- 
versity setting, complain about the burden 
of taking care of physicians and their de- 
pendents. In spite of their complaints, they 
do such service without cash fees and accept 
useless ash-trays, picture frames, and desk- 
clocks in return. Two-thirds of the psy- 
chiatrists however expect a cash fee when 
treating a physician for more than a few 
preliminary interviews. Because of the very 
limited case-load a psychotherapist can carry, 
this is an economic necessity. A psychothera- 
pist who sees his patients 3 times a week 
does not have more than 14 or 15 patients in 
active treatment. If 4 or 5 of these were 
nonfee-paying physicians or physicians’ 
wives, the burden on the psychiatrist would 
be a crushing one—meaning perhaps a cur- 
tailment of his income by as much as 25 to 
35%. In no other specialty is this true. Un- 
fortunately, it has not been possible to make 
the profession as a whole see this. The 
typical attitude of other physicians is that 
if the psychiatrist wants to be identified as 
part of medical practice he must conform to 
standard professional courtesy practices. 

The psychiatrist who consistently charges 
a physician-patient differs from one who 
never bills a physician in these respects: he 
is younger, asks for much more frequent 
psychotherapeutic interviews, is reluctant to 
prescribe electronic therapies, and is loath to 
testify in court or to make calls. His pattern 
is that of the “pure” psychotherapist. This 
is scarcely surprising, since the pure psycho- 
therapist is the one with the smallest case 
load, and therefore the one who would be 
most hurt if he waived his fee for any large 
group of patients. 

Typically, of every 4 private practitioners 
of psychiatry, 1 does electronic therapy 
in his office, 1 does it in hospitals only, and 
2 refuse to do it anywhere. The psychia- 
trist who administers ECT in his office has, 
on the average, a higher income than the one 
who administers it in hospitals only and he, 
in turn, does better than the practitioner who 
never administers ECT. High frequency psy- 
chiatrists are less likely to administer shock 
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than their low frequency brethren. Board 
diplomates are more likely to do ECT than 
are uncertified psychiatrists. Psychiatrists 
who administer ECT are less likely to charge 
a fellow physician for any kind of service 
than are practitioners who reject ECT com- 
pletely. Psychiatrists who do ECT are less 
likely to show professional courtesy to social 
workers and psychologists than are those 
who reject electronic therapies. 

Electronic therapies are destined to have 
a major impact on the structure of private- 
practice psychiatry. They make it possible 
for the doctor to see more patients a day so 
that, if so minded, he could reduce his fee 
per contact and thus somewhat lower the cost 
of private psychiatric care. ECT ties the 
physician in more intimately with general 
medicine, Conversely it is a procedure which 
only the physician can practice and thus 
marks out a frontier which the psychologist, 
the pastor, and the social worker do not cross. 
And the effort to wipe out Blue Shield dis- 
crimination against psychiatry is more likely 
to be fruitful with somatic procedures, like 
lobotomy and shock than with pure psycho- 
therapy. 

One of the charges sometimes made 
against the psychiatrist is his unwillingness 
to make calls. One-fourth of the respondents 
said they would not make a call no matter 
what the psychiatric emergency. This high 
figure probably exceeds that in any other 
specialty. The reason for the psychiatrist’s 
reluctance to make a call is that he recog- 
nizes only two psychiatric emergencies in 
neither of which he feels he has much to con- 
tribute. One emergency is violence, the other 
is suicide-prone depression. Many psychia- 
trists say that the emergency treatment of 
either is within the province of the family 
doctor. This puts the psychiatrist in the 
position of saying something like this: 
“When the alcoholic is tidied up, contrite, 
and cooperative, send him to my office. When 
he is noisy, dangerous, sick and nasty, let the 
family doctor see him.” While this is logically 
sound, it is hard to sell to the professional 
or lay public. In popular eyes, the little black 
bag is the symbol of the good doctor, the 
friend in need. And, the psychiatrist who 
never makes a call blurs the distinction be- 


tween himself and the psychologist, since the 
psychologist doesn’t make house calls either. 

The psychiatrist who never makes a call 
is more than likely to be one who charges a 
physician for even a single visit. Willingness 
to make calls also correlates with low fre- 
quency psychotherapy. It does not correlate 
with income, age, collection troubles, or use 
of electronic therapies. 

About half the psychiatrists in the country 
refuse to sign commitment papers, although 
they will agree that, in theory, a psychiatrist 
is better equipped to do mental examinations 
and determine the advisability of a commit- 
ment than is a general practitioner. Occasion- 
ally this refusal is due to quirks in local law. 
More often it is because the call to sign com- 
mitment papers interferes with office practice, 
may give patients an uneasiness about seeing 
psychiatrists, could embroil the physician in 
legal red tape, or pull him out at odd hours. 
On the whole, commitment is a nongratify- 
ing, messy, occasionally risky, usually inade- 
quately rewarded activity. It is much 
pleasanter, safer, and more lucrative to re- 
main in the office chair. But this means that 
commitment is left to physicians less skilled 
in handling it than psychiatrists. The un- 
sophisticated layman will interpret this as 
withholding a desperately needed service be- 
cause it is uncomfortable to the doctor. 

No branch of medicine has so many legal 
implications as psychiatry. And no physicians 
lecture the lawmakers as much as we do. We 
feel we ought to have a greater role in the 
administration of justice because of the many 
psychiatric implications involved in guardian- 
ship, crime, custody, will disputes, and per- 
sonal injury claims. Yet one-third of the 
psychiatrists in the country will not will- 
ingly go to court. As a general finding, the 
psychiatrists who refused to go to court were 
younger, wanted more frequent psychothera- 
peutic visits, and were less inclined to show 
professional courtesy to other physicians than 
were those psychiatrists who did willingly 
testify. 

When it comes to collecting bills, the psy- 
chiatrist seems to be better off than any 
other specialist in medicine. A Medical Eco- 
nomics survey indicates that, for doctors 
generally, 15% of their accounts payable are 
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never collected. For psychiatrists the figure 
was only 9%. In our survey, §% said that they 
did have trouble collecting bills. What type 
of psychiatrist has trouble collecting his bills? 
The only correlation was with visit frequency. 
The low frequency psychiatrist had signifi- 
cantly more trouble with his accounts than 
the one who regulariy saw his patients 3 or 
4 times a week. I leave it to you to figure out 
why this should be so. 

The 1953 Medical Economics survey ar- 
ranged doctors according to their daily case- 
load. The general practitioner was on the 
top with 31 patients a day, with the radiol- 
ogist right behind him at 30 patients a day. 
The psychiatrist was at the bottom of the 
list with only 13 a day. This figure is some- 
what misleading. A psychiatrist who does a 
lot of electronic therapy will see 15 to 18 
patients a day while an orthodox analyst will 
see only 8 or g. The 13-a-day figure is a 
lumping together of these extremes, and 
does not really reflect the typical psychiatrist. 

One of the road-blocks to smooth private 
practice in psychiatry is the discrimination 
shown by Blue Cross and Blue Shield. In 
all specialties outside of psychiatry, Blue 
Shield pays for about 45% of a subscriber’s 
surgeons’ or physicians’ bills for services in 
hospitals. And Blue Cross pays about 70% 
of the average subscriber’s hospital bill. But 
it pays for only a negligible proportion of the 
bills when the disorder is a psychiatric one. 
The typical policy will either categorically ex- 
clude care for psychoneuroses and psychoses ; 
or it will impose such crippling restrictions 
that the policy is practically valueless to the 
subscriber who needs psychiatric care. Blue 
Cross and Blue Shield advance many reasons 
for this discrimination against our specialty. 
You will find these reasons spelled out in 
the October 1954 report of the APA Com- 
mittee on Economic Aspects. One objection 
is this: Blue Shield says that it can stay in 
business at reasonable premiums only if 


doctors’ fees do not exceed 5 dollars. Now, 
they say, a pediatrician, a cardiologist, a 
dermatologist is willing to accept 5-dollar 
fees, but a psychiatrist is not. And he has a 
perfectly good reason. Since the dermatolo- 
gist or the pediatrician can “handle” 8 or 10 
patients an hour, a §-dollar fee is profitable. 
But since the psychiatrist can “handle” only 
one patient an hour, a 4- or 5-dollar fee is 
impossible. At which Blue Cross shrugs its 
collective shoulders and says “Maybe . 

but we can’t stay in business if we pay you 
3 times as much as any other specialist.” 


CONCLUSIONS 


1. Private practice of psychiatry on this 
continent is, in fact, a combination of two 
quite different types of practice. On the one 
hand, about one-fourth of such practitioners 
are substantially pure psychotherapists. They 
do not willingly make calls, testify in court, 
sign commitment papers, perform electronic 
therapies, do significant physical examina- 
tions, write many prescriptions, or show pro- 
fessional courtesy to other physicians. This 
group does not meet the traditional criteria 
of the practice of medicine, their activities 
being more akin to the work of clinical 
psychologists doing psychotherapy. The 
larger group, representing about 75% of the 
psychiatrists, has a more medical orientation. 
Generalizations about the practice of psy- 
chiatry are misleading unless the type of 
practice is specified. 

2. The present high level of prosperity 
conceals a curious economic paradox. The 
private practitioner of psychiatry cannot af- 
ford to work for what the average patient 
can afford to pay. This is because psychiatric 
therapy requires so much of the practitioner’s 
time. In the long run, the future of private 
practice psychiatry will probably depend on 
how this economic challenge is met. 


THE USE OF COMIC CARTOONS FOR THE STUDY OF 
SOCIAL COMPREHENSION IN SCHIZOPHRENIA ' 


RITA SENF, Pu.D.,? Detroit, Micu.; PAUL E, HUSTON, ano 
BERTRAM D. COHEN, Pu.D., Iowa Crry, Iowa 


Analysis of the comic has been of interest 
to students of psychopathology for the under- 
standing of conscious and unconscious moti- 
vations. To appreciate the humorous ele- 
ment in any interpersonal situation, ordinar- 
ily that situation must be compared with 
normative criteria ; the typical must be under- 
stood before one can perceive the peculiar or 
“funny” properties of the comic situation. 
Since distortions in social interaction are par- 
ticularly prominent in schizophrenic patients, 
one might expect concomitant distortions in 
their comprehension of comic situations. This 
paper presents a method ,of analyzing re- 
sponses to comic cartoons, with evidence as to 
the value of the method for clarifying the 
psychopathology of schizophrenia. 

The comic cartoonist often brings into 
focus some familiar conflict, wish, fear, or 
socially disapproved but commonly existing 
motive. Ile may do this by exaggerating the 
motive either directly or in a disguised form, 
thereby giving it more blatant expression 
than would be normal. In many popular 
cartoons the experience essential to the point 
of the joke is semiprivate ; it is shared by all 
or most members of a given culture but not 
verbalized without some hesitancy or anxiety. 
While it may have repressed unconscious as- 
sociational correlates, this experience is pre- 
sumed to be available to conscious awareness, 
although possibly requiring a little effort. 

Redlich, Levine, and Sohler(1) and Brody 
and Redlich(2) have reported on the use of 
cartoons for the study of needs and conflicts. 
Their cartoons were selected with reference 
to basic motivational themes. Analyses of the 
affective aspects of responses indicated that 
much useful information can be obtained 
with this technique. The cartoons chosen for 
use in the present paper depicted simple 
familiar social interactions, and the method 
of analysis places primary emphasis on the 


1 This investigation was supported in part by a 
research grant from the National Institute of Mental 
Health, of the National Institutes of Health, Public 
Health Service. 


comprehension of the cartoon situations 
rather than on the affective aspects of re- 
sponses, 


SUBJECTS AND PROCEDURE 


Four groups of psychiatric patients were 
studied as part of a more comprehensive in- 
vestigation of psychological functioning in 
schizophrenia. A chronic and an early schizo- 
phrenic group were included to evaluate the 
effects of chronicity of schizophrenia, Manic- 
depressive patients, depressive type, served 
as a psychotic control group and neurotic 
patients as a nonpsychotic control. The 
cartoons test was given to 9 chronic schizo- 
phrenic (CS), 16 early schizophrenic (ES), 
13 depressive (Dp), and 18 neurotic (Nt) 
patients. These subjects, a portion of the 
larger groups under investigation, did not 
differ from the total groups in terms of 
mean age, education, or duration of illness, 
and all were adequately cooperative. The 
larger investigation was based on the data 
from 24 CS, 22 ES, 21 Dp, and 21 Nt pa- 
tients. The mean ages in years for these 
4 groups were; CS 39, ES 26, Dp 37, Nt 30. 
The mean durations of illness were: CS 12 
years, ES 1 year, Dp 9 months, Nt 6 years. 
The average educational level was approxi- 
mately 12 years in all groups. Other char- 
acteristics of the patients are reported else- 
where(3). 

The patients were tested under 2 condi- 
tions, without and with drugs, intravenous 
sodium amytal and amphetamine sulfate. 
These were used because they may alter the 
clinical condition of patients(4). Details of 
the drug administration are the same as 
previously described (3). 

The 10 cartoons used were selected from 
a larger pool ;? on the basis of preliminary 


2 Cartoons 1 and 6 were from L. Lariar (Fd.), 
Best Cartoons of the Year 1947, New York, Crown 
Publishers, 1947. Cartoons 2, 3, and 7 were from 
A. Dunn, Who's Paying for this Cab?, New York, 
Simon & Schuster, 1945. Cartoons 4, 8, 9, and 10 
were from R. Taylor, The Better Taylors, New 
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trial those which were too abstruse or esoteric 
for general use were eliminated, The first 
5 cartoons were given without drugs, and 
the next 5 with drugs ; on the average 7 days 
elapsed between the 2 sessions. 

The cartoons test was scheduled as the 
final one in a battery of 17 tests, which were 
given on 3 separate days in 2-hour sessions ; 
this procedure was repeated with drugs. 
Since the drug test came at the end of the 
third drug session, the clinical effect of the 
drugs was greatly diminished. This may ac- 
count for the fact that statistical analysis 
revealed only slight changes in score with 
drugs. Comment will, however, be made on 
any significant changes with drugs. 


CARTOONS 


The 10 cartoons, in order of administra- 
tion, depicted : 


1. A living room with elderly couple, their young 
married daughter, and her 2 very young children. 
The elderly couple are prepared to leave and are 
asking their daughter, “Would you mind taking 
care of your children tonight? ...Ma and I 
would like to go out.” 

2. A clock shop with a multitude of clocks all 
indicating the time as § o'clock. There are 3 
workers, 2 ready to quit work. The third, with 
sleeves rolled up, is saying, “Hey! Don’t you fellows 
know Daylight Saving starts tonight?” 

3. A suburban scene with a row of identical 
houses. At each house a wife stands at the door, 
and a child and dog run to greet the father coming 
up the walk, brief case in hand. All fathers are 
identical, all wives identical; all children are alike ; 
etc. 

4. A complaint department in a department store. 
The clerk is distraught and appears to have broken 
down to the point of tearful helplessness. A portly 
woman shopper, in front of a line of other customers, 
is returning an open package containing an electrical 
appliance, and is saying, “There, there, now! 
Perhaps I didn’t give it a fair trial.” 

5. A hilarious New Year's eve scene in a night 
club restaurant. One elderly customer is trying to 
eat his dinner in opposition to the alcoholic abandon 
of the other patrons. The waiter is asking him 
seriously, “Is everything all right, sir?” 

6. A husband standing looking down on his wife 
who has just fallen flat on a concrete sidewalk and 
spilled the contents of her purse. The husband is 
saying, “You mean that’s all you have left out of 
your week’s allowance!” 


York, Random House, 1944. Cartoon 5 was from 
R. Day, All Out for the Sack Race!, New York, 
Random House, 1945. 


7. A large office filled with workers. The boss, 
a cold pompous looking man dressed in formal busi- 
ness clothes, is walking up an aisle between rows of 
desks. A typist is on her knees bowing before him 
as he approaches her. Two male workers are watch- 
ing this and one comments, “That’s Miss Meely 
for you—always playing office politics!” 

8. Several penguins on an ice floe. Two are 
conversing in the foreground. One of these, wear- 
ing flashy sport clothes, says, “I just got damn well 
fed up with being formal all the time.” 

9. A father, mother, and two children arriving 
in a restaurant and being met, by a waiter. All 
members of the family appear to be in an angry ir- 
ritable mood. The father says to the waiter, “Place 
us in the rear. We'll likely make a scene.” 

10. A young man and a seductive girl, informally 
dressed, seated on a sofa in a living room, with 2 
great variety of parlor games, picture albums, 
puzzles, tea and cookies, etc. The girl’s mother, 
a large elderly woman in formal evening gown, 
continues her attempts to entertain the couple. The 
young man asks, “Mrs. Bristow, “won’t you just 
leave us to our own devices?” 


ADMINISTRATION AND SCORING 


As each cartoon was handed to the patient, 
he was asked to read the caption aloud, if 
there was one, and then to identify the 
speaker. Next he was asked to tell what the 
picture was about. If these questions did not 
elicit sufficient information as to the attitudes 
and roles of the cartoon characters, the pa- 
tient was questioned further. Finally, if he 
had not already indicated the comic element 
in the cartoon, he was asked to tell why it was 
funny. 

The response to each cartoon was rated 
with respect to 6 different categories: En- 
vironment, Speakers, Action, Social Roles, 
Motivation, and Humor. In all categories 4 
credits were given for a correct response and 
no credit for an incorrect response. In ad- 
dition, partial credits of 1 or 2 were given in 
the categories of Speakers, Action, Social 
Roles, and Motivation, for responses which 
were partly correct. Thus the perfect score 
was 20 for the 5 nondrug cartoons and for 
the § cartoons given with drugs.* 

In those instances where the drugs had a 
statistically significant effect, that effect was 
the same for all diagnostic groups. Therefore 
the discussion is based in general on the 


8 Since there was no speaker in cartoon 3, credit 
was prorated for the Speakers category. This was 
also done for the Social Roles category in cartoon 
8, where the penguins had no definite social roles. 
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scores for all 10 cartoons; specifically, on 
the mean of the nondrug and drug scores. 


RESULTS AND DISCUSSION 


The downward trend observabie in Fig. 1 
for all groups represents the decreasing ade- 
quacy of response from the simple perceptual 
tasks associated with the Environment and 
Speakers categories through the more com- 
plex thinking requirements associated with 
the Motivation and Humor categories. The 
CS group was unimpaired in simple percep- 
tion and denotation, but did show marked 
deficit where more complex interpretation of 
social roles, insight into interpersonal motiva- 
tions, and appreciation of the humor element 
were involved. The ES group showed a 
similar trend, but their deficit was much less 
marked. 

An over-all statistical analysis indicated 
that the diagnostic groups differed signifi- 
cantly with respect to their performance in 
the various categories (p<.oo01). The re- 
sults for each category are therefore ex- 
amined separately. 


ENVIRON MENT 


This category required recognition of the 
environmental setting in which the action 
took place. In general all patients, whatever 
their diagnosis, identified the environment 
correctly, and there were no statistically sig- 
nificant differences among the groups. 

In the examples which follow, the ex- 
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aminer’s questions are indicated briefly within 
parentheses. 

Example 1—A female CS patient, aged 44, with 
an eighth-grade education, responded to cartoon 3, 
the suburban scene with identical families: “It 
looks like a movie street.” (Tell more about it.) 
“They're on a movie slide.” (What is happening? ) 
“The little boy seems to be running very fastly. 
Another little boy is asking for help. And the other 
little boy seems to be startled.” (What is happen- 
ing?) “It looks like the boys are in trouble.” (Who 
is this? [pointing to father figure]) “He is a boy 
walking the street.” (Who is this? [pointing to 
mother figure]) “She’s a show girl.” (Why is it 
funny?) “She is showing herself.” (Tell more about 
it.) “She is playing the game.” (What game?) 
“Her show.” 


This patient clearly misidentified the en- 
vironment by referring to it as a “movie 
street.” The few patients who made errors 
in this simple category were also apt to make 
errors in the more complex ones. This pa- 
tient’s psychosis developed one week post- 
partum and the content of her responses re- 
flected her delusions. 


SPEAKERS 


The essential requirement in this category 
was the identification of the speakers and 
listeners, regardless of the adequacy of com- 
prehension of social roles. At this apparently 
simple level of social perception the CS group 
was already slightly but significantly impaired 
in relation to the other groups (CS ws. ES, 
CS vs. Dp, CS vs. Nt, p<.05 in each case). 
No other pairs of groups differed appreciably 
or significantly. 

Example 2.—To cartoon 7, the office scene with 
female worker bowing before her boss, a female 
ES patient, a high-school graduate, aged 45, re- 
sponded: “Her boss [is speaking]. She's down on 
her knees, crying, I suppose so that her boss will 
feel sorry for her.” (What does this mean? [indi- 
cating caption]) “She thinks she would get a pull, 
or, work on his sympathies, I should say.” (Why 
is it funny?) “It’s just like some ladies—they're 
tenderhearted ; and the typical thing a man would 
think of her, I suppose, that by her crying she 
might sway him.” 


In this cartoon the caption remark is being 
made by one male employee to another, but 
the patient perceived the remark as coming 
from the boss. Her attention was focused 
on the interrelation of boss and female em- 
ployee, and failed to include the actual 
speaker-listener pair. The boss and female 
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figure do make up the pictorially dominant 
figures in the cartoon, while the conversing 
pair are off to the side, in the background. In 
terms of the social meaning of the cartoon, 
however, the actual speaker and listener are 
crucial components of the field. 


ACTION 


This category pertains to the ability to 
describe accurately the action depicted in the 
cartoons. The subject must tell what each 
individual, or the group as a whole, is doing ; 
this does not, however, necessitate compre- 
hension of social roles (4.e., relations to one 
another, such as “father,” “boss,” etc.) or 
implicit motivations. Here the CS group was 
appreciably poorer than the other 3 groups 
(CS vs. ES, p<.05; CS vs. Dp, p<.o1; CS 
vs. Nt, p<.oo1). The ES patients, while 
equal to the Nt patients in identification of 
the environment and of the direction of com- 
munication, did begin to falter when required 
to describe the total action complex of the 
cartoons, the difference between the Es and 
Nt groups being marginally reliable (p<.10). 

Example 3—A male ES patient, a high-school 
graduate, aged 26, responded to cartoon 6, showing 
a woman who fell and spilled her purse: “The man 
of the house [is speaking]. The lady—maybe he 
tripped her to find out how much money she had.” 
(Why is it funny?) “That he'd trip his wife to see 
what stic had left.” 


Normally, the woman’s fall is interpreted 
as accidental, but this patient perceived it as 
the result of aggressive action by the hus- 
band. Clinically, this patient had feelings of 
inferiority regarding his masculinity, and 
marked hostility against women. 

A final point with respect to the Action 
category is the improvement in the scores 
of all patients with drugs (p<.o1). The in- 
creased responsiveness under drugs noted in 
a previous report(5) may enable the patients 
to give a more complete description of the 
action depicted in the cartoons. 


SOCIAL ROLES 


This category pertains to the appropriate- 
ness with which the patient labels the social 
roles or relations of the various cartoon char- 
acters. In actual practice, of course, these 
features of a patient’s test record may be 


highly correlated with his description of the 
action. For purposes of analysis, however, 
it may prove useful to score Action and So- 
cial Roles separately. While the ES group 
showed some suggestion of deficit in the Ac- 
tion category, they nevertheless remained un- 
impaired in ability to label the social roles 
of the cartoon characters. The CS patients, 
however, showed significant deficit in this 
category relative to the other groups (CS vs. 
ES, CS vs. Dp, CS vs. Nt, p<.001 in each 
case). In chronic schizophrenia, then, it 
seems that the patient’s withdrawal involves 
the misidentification of social roles. 

Example 4.—A female CS patient, a high-school 
graduate, aged 37, responded to cartoon 3, the 
identical suburban scene: “A dog is running toward 
some college students as they come home from 
school. A woman is standing in the door, and the 
kid is following the dog out to greet him.” (Why 
is it funny?) “It isn’t funny, but it’s a little bit odd. 
Most everybody takes college nowadays; it isn’t 
much odd; therefore they don’t much stand in the 
doorway and wait for them to come home.” 


Here the patient substituted “college stu- 
dents” for fathers returning from work. This 
interpretation was unique; no other patient 
so described the adult male characters in this 
cartoon. 

Example 5—A male ES patient, aged 22, a col- 
lege junior, responded to cartoon 1, the scene with 
grandparents, mother, and children: “Pa [is speak- 
ing]. It’s probably the big sister of the family. She 
probably wanted to go out herself.” (Why is it 
funny?) “Probably it leaves her undecided.” (Tell 
more about it.) “Whether to stay home or how to 
get out of the situation.” (Tell more.) “She's prob- 
ably the daughter of the ma and pa, the sister of 
the smaller ones.” 


The error here was in referring to the 
children’s mother as the children’s sister. 
This substitution of roles is partially sup- 
ported by the mother’s youthful appearance, 
but is contradicted by the cartoon caption, 
which the patient had read correctly. 


MOTIVATION 


Here the patient was required to report 
on the desires and goals of the characters in 
the cartoons. Again, the CS group was sig- 
nificantly poorer than each of the other 
groups (CS vs. ES, p<.05; CS vs. Dp, p< 
.01; CS us. Nt, p<.001). While Fig. 1 sug- 
gests some degree of impairment for the ES 
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as compared with the Nt group, this differ- 
ence was not statistically significant. 

Example 6.—To cartoon 7 with bowing female 
office .worker, a female CS patient, aged 41, who 
had completed the ninth grade, correctly identified 
the speaker, and continued: “Well, she seems to be 
bowing to this man; [he is] probably the president 
or some official of the company—although she may 
have been taking exercises when this man came 
along.” (Tell more about this person [indicating 
female figure] ). “Well, she—bowing before him— 
although if she was looking for something, she'd 
feel awfully foolish. I think they had misinterpreted 
her action.” (Why is it funny?) “The fact that they 
did misinterpret her action makes it funny to him. 
Do you think that’s possible, that she could really 
be bowing down before this man?’” 


The patient was reluctant to accept the 
possibility that the bowing employee was en- 
gaged in other than innocuously motivated 
activity, unrelated to the approach of the 
boss. She succeeded in denying the ob- 
sequious servility expressed in such extreme 
form in the cartoon. The vacillation and per- 
plexity shown in her response were not un- 
common in the reactions of the schizophrenic 
patients to the various cartoons. Many of 
them also attempted, as this patient did, to 
explain away the exaggerated aspects of the 
cartoons ; they did not accept exaggeration as 
appropriate within the context of a comic 
cartoon. 

Example 7—A female ES patient, a high-school 
graduate, aged 28, responded to cartoon 6, showing 
the fallen woman with spilled purse, as follows: 
“The man [is speaking] to the woman, to his wife 
as she come out the door. And I guess he’s coming 
home from work.” (Tell more about it.) “His wife 
is leaving with her allowance to do some shopping 
and he catches her at it. As she hits the ground, her 
pocketbook flies open.” (Why is it funny?) I can’t 
tell you.” (Try to explain.) “She should have more 
money.” (Tell more about it.) “She has tried to 
beat him out before he gets home.” 


The error hcie consisted in the patient’s 
having overloaded the female figure with 
motives of stealth, personal acquisitiveness, 
and fear of discovery by the husband. This 
can be considered an unrealistic projection 
since it was unique. Ordinarily, also, the 
husband and wife are seen as leaving the 
house together, while this patient saw the 
husband arriving and the wife leaving, thus 
permitting the attribution of the stealthy mo- 
tivation to the wife. This patient was un- 
married and had a history of 4 abortions. 


She was fearful that her father, a stern, 
moralistic man, would learn of her sexual 
activities. Thus the stealthy attitudes pro- 
jected in her response to this cartoon seem 
to reflect a significant component of her re- 
lation to her father. 

For all groups, scores in the Motivation 
category became significantly poorer with 
drugs (p<.05). This suggests the possibility 
that with drugs there is a distortion in the 
comprehension of motives, perhaps resulting 
from a weakening of defenses by the drugs 


(3). 


HUMOR 


In this category the subject must synthe- 
size his initial impressions and interpretations 
so as to arrive at the point of the joke pre- 
sented in the cartoon. This involves an in- 
tegration of the affective and cognitive com- 
ponents in the previous categories. Errors in 
the simpler stages of the process would of 
course reduce the probability of correct ap- 
preciation of the humor. Nevertheless, even 
though a patient had proceeded through the 
earlier stages accurately, faulty reasoning 
or inappropriate affect might engender error 
here. The results clearly showed deficit for 
the CS group as compared with the other 
groups (CS vs. ES, p<.05; CS us. Dp, p< 
1; CS vs. Nt, p<.oo1). In addition, a 
marginally significant deficit was shown by 
the ES group as compared with the Nt group 
(p<.10). 

Example 8.—The same patient who gave Example 
6 responded to cartoon 10, the scene with the young 
man, seductive girl, and her mother: “This man 
[is speaking]. It seems that they have been very 
much entertained. We have tea, we have cookies 
. .. [the patient enumerated all the objects]. He 
has something else on his mind; perhaps he thinks 
he can provide his own entertainment.” (Tell more 
about it.) “Oh, probably a little—necking, love- 
making. Maybe he thinks he’s outgrown all those 
games.” (Why is it funny?) “Well, anyone who's 
watched children grow up knows that they get to 
a stage where they consider themselves just a little 
grown up for those sort of things. Most of us don’t 
want to be told; that’s where the tact comes in.” 


The patient seemed unaware of the exag- 
gerated obtuseness of the mother in regard 
to the young man’s designs. Instead, as was 
common in the schizophrenic groups, the pa- 
tient perceived the cartoon as a simple state- 
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ment of a prosaic situation in which nothing 
is especially out of the ordinary. Often, in 
giving such responses, the schizophrenic pa- 
tients would laugh or express amusement 
verbally, and appeared to consider that they 
had adequately explained the humor. 

Lixample 9.—A male ES patient, aged 23, in his 
first year of college, responded to cartoon 9, the 
restaurant scene: “The father is speaking to the 
head waiter. Well, it looks like a brattish family 
in the first place, and they’re angry. And they’re 
the type that would make a scene whether they were 
angry or not, but they have enough consideration 
not to want to disturb the other customers, who 
seem to be enjoying the meal.” (Why is it funny?) 
“Oh, another thing I thought of, maybe they think 
they're too good for the place. Either they think 
they’re so attractive or so superior, without even 

even if they are polite, the other customers will 
seem humble. I don’t know what makes it funny. 
It doesn’t seem likely that they would make a 
scene because it seems like she was the boss of the 
family and he would meekly obey.” 


This patient, in contrast to many other 
schizophrenic patients, was aware of the lack 
of humor in his interpretation, although evi- 
dently not disturbed by his inability to per- 
ceive a comical element. The vacillation noted 
earlier may also be seen in this response. 


COM MENTS 


In the preceding discussion, only brief 
reference has been made to the qualitative 
features of the patients’ responses. Even 
in the isolated examples presented, however, 
the reader may detect suggestions of the 
value of cartoon responses in revealing 
qualitative information concerning the pa- 
tients. These features are much clearer when 
all 10 responses from a single patient are 
considered together. 

Some of the characteristics common to the 
responses of schizophrenic patients have been 
noted. In contrast with the depressive and 
neurotic patients, they seemed quite inde- 
cisive and vacillating in their interpretations. 
They often applied a matter-of-fact interpre- 
tation and attempted to explain away the 
absurd exaggerations. Many of them ex- 
pressed or verbalized amusement, but few 
showed a correct appreciation of the humor. 
Also, it was often necessary to question the 
schizophrenic patients repeatedly in order 
to obtain scorable details ; they tended to give 
very brief replies, apparently feeling that 


they had given an adequate and understand- 
able interpretation. 

The skills found to be deficient in chronic 
schizophrenia and to a lesser extent in early 
schizophrenia depend mainly on active par- 
ticipation with the social environment. They 
do not appear to depend primarily on strict 
logical reasoning. Our previous work has 
indicated that schizophrenic patients may 
show no deficit on tests involving only 
formal, nonpersonal stimuli; but schizo- 
phrenic deficit is usually clearly demonstrable 
when the test situation involves interper- 
sonal or social stimuli(5, 6). Other workers 
have reported similar results(7, 8). The 
impaired appreciation of humor in schizo- 
phrenia can be viewed as an aspect of a more 
general deficit; namely, the deficit in social 
comprehension. 

Our results suggest that the chronic schizo- 
phrenic patient’s difficulty in interpreting the 
cartoons involves distortions of basic social- 
perceptual responses, The erratic, fluctuating 
attention often seen in eariy schizophrenia 
may become fixed into a rigid pattern of so- 
cial isolation, resulting in more and more 
social-perceptual errors and distortions as 
the illness continues. Duration of illness 
alone may be insufficient to bring this about. 
There are probably many other factors as- 
sociated with chronicity of schizophrenia, in- 
cluding prolonged institutionalization, a con- 
dition which in itself might facilitate the 
deterioration of social perception. 


SUMMARY AND CONCLUSIONS 


A method of analyzing responses to comic 
cartoons is presented as a means of studying 
social comprehension. The method was ap- 
plied to 4 groups of patients: chronic schizo- 
phrenic, early schizophrenic, depressive, and 
neurotic. 

No group showed impairment in simple 
description of the environment depicted in 
the cartoons. Proceeding through the cate- 
gories of Speakers, Action, Social Roles, 
Motivation, and Humor, decreasing adequacy 
of response was apparent for all groups. The 
CS group showed impairment in all these 
categories relative to the other 3 groups. For 
the ES patients there was a suggestion of 
deficit in Action, Motivation, and Humor; 
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but these patients were clearly better than the 
CS group. The Dp and Nt groups did not 
differ from each other. 

The schizophrenic patient has difficulty in 
understanding social interactions, even in the 
simple situations depicted in the cartoons 
used here. Since the ES patients tended to 
have difficulty in the more complex cate- 
gories, it is suggested that the ability to in- 
terpret these more complex aspects of inter- 
personal situations is impaired early in the 
course of schizophrenia. 

This method helps to clarify the nature 
of the schizophrenic difficulty in social inter- 
actions. Further development of the method 
may permit greater clarification of the psy- 


chopathology of interpersonal relations in 
various diagnostic groups. 
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THE PERSONAL ELEMENT IN PSYCHIATRIC RESEARCH 
PAUL E. FELDMAN, M.D.," Topeka, Kan. 


In psychiatric research, the absence of 
standardized, uniform criteria whereby the 
results of one investigator may be compared 
with those of another is well known, Uni- 
versally accepted rating scales, etc., are con- 
spicuous by their absence and each investi- 
gator has his own pet method of evaluation 
which precludes any possibility of comparing 
his results with those of another. 

The recent flood of literature regarding the 
new ataractic drugs reflects this deficiency. 
Each author utilizes his own conceived stand- 
ards for degree-of-improvement and it be- 
comes extremely difficult to compare one in- 
vestigator’s report of “95% improved” with 
another’s report of “35% improved.” 

There are at present concerted efforts to 
standardize the criteria for estimation of im- 
provement, methods of evaluation, rating 
scales, etc., and all of these trends will 
eventually bear fruit. While our efforts are 
properly concerned with establishing stand- 
ardized methods and structure wherein re- 
search may be conducted, little if anything 
is being said regarding standardized require- 
ments for the research worker himself. 

The importance of the emotional attitude 
of the investigator in research is recognized 
but is rarely credited as being a determining 
factor in his results. Authors are averse to 
record in their papers their own emotional 
attitudes toward their projects, though all of 
us recognize that these attitudes play an all- 
important part in their findings. 

Can anyone, properly trained and moti- 
vated, conduct medical research? Will the 
most idealistic of research designs be of any 
profit if the attitude of the workers involved 
is not assayed with the same care that goes 
into the consideration of the rest of the proj- 
ect structure ? 

The writer, during an extensive investiga- 
tion of the clinical effects of chlorpromazine, 
was impressed by the marked individual 
variations and degree-of-success displayed by 
37 participating physicians, working under 


1 Director of Research and Education, Topeka 
State Hospital, Topeka, Kan. 
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fairly standardized conditions with compa- 
rable groups of patients. 

Perhaps reporting of these individual 
variations will reinforce the concept that in 
the structuring of a research project, the 
measurement of the attitude of the workers 
involved is just as vital as the standardiza- 
tion of the other conditions under which the 
project is conducted. It is unrealistic to pre- 
sume that different persons working under 
similar conditions will be uniformly success- 
ful in any undertaking. 

This report summarizes the “success- 
rates” of 37 physicians who evaluated the 
clinical responses of 321 patients receiving 
chlorpromazine. It is hoped that our findings 
will provide statistical corroboration for the 
universally accepted fact that the prescribing 
physician plays a very significant role in the 
effectiveness of a drug, and that in a research 
project involving the evaluation of a drug, 
the physician himself may provide an uncon- 
trolled variable which may completely negate 
his clinical observations. 

It should be born in mind that the physi- 
cians involved in this evaluation, members 
of the staff of the Topeka State Hospital, 
have in addition to their clinical obligation 
to their patients, the responsibility of partici- 
pating in one of the largest psychiatric train- 
ing programs in the country—The Men- 
ninger School of Psychiatry. All forms of 
therapy—amilieu, E.C.T., insulin, psychother- 
apy, etc—are conceived of and utilized 
within a psychoanalytic frame of reference. 


NATURE OF PROJECT 


Following the announcement of the avail- 
ability of chlorpromazine for clinical trial, 
37 staff physicians voluntarily chose to par- 
ticipate in the investigation and eventually 
reported their clinical experiences with the 
treatment of a total of 321 patients. Their 
evaluation of the results of treatment were 
based upon their pre- and post-treatment 
psychiatric examination, daily observation, 
rating scales, psychological examination, re- 
ports from ancillary disciplines, reports from 
patients’ families, etc. 
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Their reports were submitted upon a 
standardized form which called for the evalu- 
ation of 25 different aspects of clinical be- 
havior which could be graded on a 4-point 
scale. These reports were then converted 
by the writer into an over-all index of im- 
provement on a 6-point scale. 


RESULTS 


From the onset of the study a year ago, 
there has been considerable mixed feeling 
about the use of chlorpromazine and a 
number of characteristic attitudes in various 
members of the medical staff. These re- 
sponses and attitudes seem to fall into the 
following categories : 

Category 1: Wholehearted, enthusiastic ac- 


ceptance of this new drug.—The attitude: 
“This is it—now we can throw away the shock 
machine.” These men had generally speak- 
ing a high degree of success with chlorpro- 
mazine. Figure 1 illustrates a profile of the 
“treatment-success” of such a physician. In 
his series of 44 patients, 34 showed at least 
moderate improvement. It would appear that 
for this man chlorpromazine was effective in 
77% of his cases. Considering the chronicity 
of illness of the patients involved, their re- 
fractiveness to previous attempts at other 
forms of therapy and all the other factors 
which tend to make for a poor prognosis, 
this was no small accomplishment. That this 
splendid result was not merely overevalua- 
tion and wishful thinking upon the part of 
the physician involved is indicated by the 


"Treatment—Success" Profile 


Improvenen*’ 


Category #1 
Investigator 


Category #3 
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Patients 0 5 


Composition of group: 


Schisophrenics: 29 patients (66% 26 patients (87%) 
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social service aspects of his particular series. 
Twelve patients have been released from the 
hospital, 13 are in the process of separation, 
and 2 have died from unrelated causes. 

Category 2: Characterized by a moderately 
conservative attitude: “Let’s try it and see.” 
The majority of staff personnel seem to fall 
into this group. After a trial with the new 
drug they either maintain this conservative, 
accepting attitude, or, as occasionally hap- 
pens, become “converts” to Category 1 or fall 
into one of the following categories. Those 
who remain in Category 2 attempt to formu- 
late some specific indications for the drug 
and fit it into their armamentarium rather 
than relegate all previous forms of therapy 
to a subsidiary role. 

Category 3: Characterized by open but 
only partial rejection of drug therapy with 
overt evidence of antagonism. “It’s contrary 
to our dynamic concepts—it will be detri- 
mental to our teaching program—our resi- 
dents will waste their time with drugs in- 
stead of observing and learning dynamic 
psychiatry.” Figure 1 also illustrates the 
profile of the “treatment success” of a 
member of our staff who fits into this cate- 
gory. In his group of 30 patients, only 3 
showed at best moderate improvement. For 
this particular physician chlorpromazine was 


effective in only 10% of his cases, and in con- 
trast to the physician exemplified in Category 
1, only 2 of his patients have been released 
from the hospital (an additional one is in the 
process of separation), even though as a 
group his patients had a slightly more favor- 
able prognosis. 

Category 4: Characterized by complete re- 
jection of the concept of drug therapy and 
nonparticipation in the program. 

Figure 2 illustrates some of the varieties 
of individual success recorded by various staff 
personnel. 


SUMMARY AND CONCLUSIONS 


This study provides evidence that all re- 
search workers are not uniformly successful 
in their evaluation of the clinical effectiveness 
of new drugs. It is not the province of this 
paper to enter into factors that are respon- 
sible for the wide variations of attitudes and 
success displayed by various workers, but it 
is suggested that both conscious and uncon- 
scious factors determine how any given indi- 
vidual will report the efficacy of a drug. 

There is need to record the characteristics 
of the research worker as carefully as the 
other elements of the research design. The 
bias of a single investigator may in some 
cases be offset by using multiple evaluators. 
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MOTIVATION OF THE CHRONIC MENTAL PATIENT * 
PETER A. PEFFER, M.D.,? Brockton, Mass. 


This paper is a further development of the 
ideas expressed in my previous paper, 
“Money: A _ Rehabilitation Incentive for 
Mental Patients” (3). 

Starting with the basic premises (1) 
Money as a conventional reward for labor 
in our society(1) is a sufficient incentive to 
motivate psychotic patients, and (2) a normal 
social and work environment can be thera- 
peutic in the terminal phases of the rehabili- 
tation of the mentally ill, the Member-Em- 
ployee Program was instituted in the Vet- 
erans Administration by the author. 

When a program of this kind is established 
there are many resulting ramifications. The 
purpose of this paper is to discuss some of 
these in the light of our own experiences and 
those of others. 

The need for a “bridge” between hospital 
and community has long been recognized by 
psychiatrists. Patients long hospitalized be- 
come institutionalized. They become com- 
fortable in the hospital setting, adjust to the 
hospital routine, operate on a fairly efficient 
level and are able to contribute to the hospi- 
tal community. 

Under this program chronic patients whose 
psychoses have been somewhat reduced, are 
discharged and hired as employees of the 
hospital, with salaries ranging from $657.00 
to $821.00 per year. Administratively, 3 
member-employee positions are allowed for 
each hospital ceiling position. Member-em- 
ployees live in their own quarters apart from 
patients and receive, in addition to salary, 
subsistence, quarters, laundry, medical and 
dental care. 

Unfortunately, although adjusting ade- 
quately to the hospital community, mental 
patients are often unable to make the next 
step—treturn to the community as productive 
citizens. Over the years their contact with 
the extramural community has been dimin- 
ished and in some cases completely cut off. 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J, 
May 9-13, 1955. 

2 Manager, Veterans 
Brockton, Mass. 


Administration Hospital, 


The prospect of returning to that community 
precipitates severe anxiety and thus this 
step is viewed as traumatic. For these pa- 
tients the member-employee program serves 
as a transitional experience from hospitali- 
zation to participation in the community. The 
program is directed to those patients on 
whom somatic therapy and psychotherapy 
have been tried with insufficient success. In 
many cases hope for psychiatric rehabilita- 
tion has been abandoned. 

Aside from the motivational reinforcement 
provided by money, the member-employee 
plan has certain advantages as a means of re- 
conditioning normal work and social atti- 
tudes. The member-employee in the hospital 
is required to abide by the same regulations 
governing work performance of all regular 
VA employees: If he comes to work late 
he is docked; no more than one-half hour is 
allowed for lunch; he is expected to work a 
full day and is not allowed unauthorized 
absences. While entitled to the same fringe 
benefits as other employees, he is subject to 
the same disciplinary action if they are 
abused. Nevertheless, we must always be 
mindful that the process of reconditioning is 
a gradual one. Since our goal is to help the 
newly hired member-employee develop toler- 
ance of stress sufficient to cope with problems 
he will meet in the extramural community, 
his ability to deal with increasing stress and 
strain on the job must be built up step by 
step. The member-employee goes through 
2 phases: first the adjustment he must make 
when he leaves the relatively permissive 
atmosphere of the hospital to assume the 
added responsibilities of a salaried employee. 
This involves certain anxieties and feelings 
of insecurity which have to be handled in a 
tactful manner by the work supervisor and 
the member-employee supervisor. Very often 
the new member-employee has ambivalent 
feelings toward the new situation. He is 
giving up a relatively comfortable situation 
for one that involves certain discomforts. 
For the first time in years, perhaps, he is 
being required to follow a definite work rou- 
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tine and to meet the strict requirements of a 
job, something which is not expected or 
demanded of a patient on a similar hospital 
industry assignment. The step-by-step period 
of adjustment is necessary because of the 
feeling of threat which such an assignment 
engenders. The time this adjustment re- 
quires varies with the individual case. 

Once the member-employee has stabilized 
at this higher level he enters the second phase 
—preparation for return to the community. 
During this period the stresses of the job 
are being continually increased to the point 
where they are equal to or greater than those 
he will face in the community. As part of 
this process he is encouraged to look for 
work in the community. A target date is set 
for termination of his member-employee 
status and for return to the community. Dur- 
ing this phase, apprehension develops anew 
over leaving the program. A firm but under- 
standing approach is necessary, because the 
member-employee will recall his previous 
failure in the outside environment and con- 
trast this with his successful performance 
on the program and the acceptance he has 
found in the social and work situation at the 
hospital. 

An extremely critical aspect of the con- 
ditioning process is the handling of leisure 
time after working hours. Since he is no 
longer a patient the member-employee is free 
to come and go as he pleases after working 
hours. This freedom is a way of testing his 
social adjustment. Many patients make a 
good work adjustment but are unable to 
adjust socially to the family, to friends, and 
acquaintances. They must work out these 
problems before they are ready to move com- 
pletely into the community. Thus, since there 
is no restriction on their movements after 
working hours, they are confronted with this 
challenge but in a more secure setting than 
they would have if their ties with the hospital 
were severed completely. Frequently, family 
problems become easier to handle because of 
their intense desire to stay on the program 
and to avoid doing anything which might 
necessitate rehospitalization. 

The kinds of jobs to which member-em- 
ployees are assigned are limited only by the 
range of jobs available at the hospital and the 
abilities of the patients. Two methods are 


used in determining job assignment: (1) 
observation of specific job performance in 
various physical medicine rehabilitation ac- 
tivities, mainly educational therapy, manual 
arts therapy, and particularly industrial ther- 
apy; (2) evaluation by the various members 
of the psychiatric team ; especially important 
is the vocational evaluation by means of tests, 
interviews, and observations. 

The patient assigned to member-employee 
status must work at a job which meets the 
operational needs of the hospital. This serves 
an important therapeutic aim in that he is 
made to feel that he is making a useful con- 
tribution to the hospital. In the VA he 
must work at a job that is a recognized civil 
service position and that requires a position 
description analyzing in detail the duties and 
responsibilities of the job. The following 
are some of the jobs being filled : dental tech- 
nician, assistant librarian, clerk-typist, finance 
clerk, custodian, kitchen helper, baker, 
butcher, carpenter’s helper, machinist’s 
helper, locksmith’s helper, occupational ther- 
apy aide, messenger, and storekeeper. 

The environment or atmosphere such a 

program requires to function successfully 
involves, first, hospital-wide acceptance. All 
employees must feel themselves a part of a 
therapeutic community in which each em- 
ployee makes a contribution to the treatment 
of the patient. Such an attitude on the part 
of the employees can be attained only by 
indoctrination when employees are first hired 
and a continual process of indoctrination and 
education with respect to the mental patient. 
Secondly, the member-employee supervisor 
must be a forceful, enthusiastic, yet mature 
person who has the “drive” to carry through 
such a program and has the flexibility to 
play the many roles imposed on him by 
the ever-changing situation. As Margolin(2) 
pointed out: 
The member-employee supervisor must be a father 
figure, friend, helper, public defender, paymaster, 
and boss. Also, once the program is established, it 
has a motivational impact upon acutely disturbed 
and regressed patients, causing a qualitative spread 
effect. It serves as a catalytic agent to motivate 
these patients to function at a higher level of inte- 
gration generally. 


The above discussion concerns the useful- 
ness of this program in the treatment of the 
chronic patient, but we have found it helpful 
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in the rehabilitation of certain types of acute 
patients. For example, patients with no 
previous work history—Korean War veter- 
ans, young men suffering their first mental 
breakdown ; also, patients with repeated but 
brief hospitalizations, one of whose main 
problems has been inability to maintain stable 
employment. For them member-employee 
status is useful as a conditioning process and 
also as a means of testing gains derived from 
specific therapies. There are also occasions 
when the psychiatrist is not sure that the pa- 
tient’s improved psychotic condition has 
stabilized. A period of member-employee 
status serves as a means of evaluating this. 


MOST RECENT STATISTICS 


From the inception of the first member- 
employee program at the VA hospital, Perry 
Point, Maryland, from February 1952 to 
October 1954, 15 other VA hospitals have 
initiated such programs. Three hundred and 
forty-five patients with 46 different diag- 
noses were placed on the program. About 
60% of these were schizophrenics. The 
number on the program ranged from 1 to 85. 
Of the 345 placed on the program, 88 have 
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been discharged to the community, 90 read- 
mitted to the hospital, and 167 remain on the 
program. Almost all of the 88 discharged 
were chronic patients who apparently could 
not be discharged through previous programs 
(Tables 1 and 2).° 

Since this program for mentally ill patients 
is relatively new, further evaluation will be 
needed as more is learned concerning criteria 
for selection and methods of operation. Much 
of the present work is still of a trial-and- 
error nature. 

One further point should be noted: it is 
far less costly, administratively and finan- 
cially, and far less traumatic for the patient, 
to be readmitted to the hospital from the 
member-employee program than from the 


® Statistics gathered in January 1956, subsequent 
to presentation of this paper, give the following: 
Total patients admitted to M.E.P.—710; M.E.’s 
discharged to community—293; readmission to 
hospital of M.E.’s discharged to community—as5; 
average length of hospitalization of above 293 M.E.’s 
—4 yrs. 11 mos.; No. of M.E.’s currently on pro- 
grams in VAH—231. 

The following VA hospitals have instituted M.E. 
programs since the report contained in Table 1: 
Albany, N. Y.; Bedford, Mass.; Danville, I1l.; Fort 
Lyons, Colo.; Pittsburgh, Pa.; Salt Lake City, 
Utah. 


TABLE 1 


STATISTICAL SUMMARY OF Activity * 


instituted 
Total number 
patients admitted 
E. program 


Program 


to M. 


Participating 
hospitals 


Boston, Mass. 4/11/54 
3rockton, Mass. .......... 2/8/54 
Chillicothe, Ohio ......... 3/15/54 
Downey, Il. 
Fort Meade, S. Dak 
Fort Thomas, Ky. 
Houston, Tex. 
Jefferson Barracks, Mo.... 
Lyons, N. |] 
Northport, N. 
Palo Alto, Calif. 
Perry Point, Md 
Roanoke, Va. 
Roseburg, Ore. 
Sheridan, Wyo. 

Total 

100% 


cipating 


E. currently 


ogtam 


hospital of M. E. 
discharged to 


M. E. discharged 
community 


to community 
M. E. readmitted 


from program 


to hospital 
trial visit from 


Readmission to 
M. E. placed on 


pr 


M 


N le) 
Awba 


|S 


a & 


I 
3 — 
9 99 6 167 
2.6% 26.1% 1.7% 43.47% 


* Prepared in conjunction with member-employee workshop held at VA Hospital, Brockton, Mass., 12/8/54-12/10/s4. 
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TABLE 2 


DIAGNOSIS 

Total 
Involutional Psychotic Reaction.............. a 
COMVEPSION oc 5 
Manic Depressive Reaction, Manic Type..... 4 
Manic Depressive Reaction, Depressive Type.. 1 
Schizophrenic Reaction, Unclassified.......... 36 
Schizophrenic Reaction, Simple Type......... 10 
Schizophrenic Reaction, Hebephrenic Type... 33 
Schizophrenic Reaction, Catatonic Type...... 23 
Schizophrenic Reaction, Paranoid Type....... 83 
Schizophrenic Reaction, Undifferentiated Type. 25 
Schizophrenic Reaction, Schizo-affective Type. 2 
Schizophrenic Reaction, Residual Type....... 1 
Passive-aggressive Personality .............. 3 
Acute Brain Syndrome, Alcoholic Intoxication. 1 
Chronic Brain I 

Chronic Brain Syndrome with Convulsive Dis- 


Chronic Brain Syndrome with Syphilitic Psy- 
chosis 

Chronic Brain Syndreine Associated with In- 

Chronic Brain Syndrome Associated with Cen- 


tral Nervous System Syphilis.............. 2 
Chronic Alcoholism with Psychotic Reaction.. 2 
Convulsive State—Grand Mal Type.......... I 
3 
Encephalopathy, Traumatic ................. I 
Psychosis, Unclassified I 
Psychosis with Arteriosclerosis.............. I 
Psychosis with Syphilis of Central Nervous 

Pulmonary Tuberculosis 5 
I 
Cardiovascular Arteriosclerosis .............. 2 


community, in the latter instance often under 
conditions involving publicity public 
humiliation of the patient. 


RESEARCH FINDINGS 


Only by means of controlled and system- 
atic research and follow-up is it possible to 
determine the relative effectiveness of this 
or any other program. At one hospital a 
study is being made comparing the readmis- 
sion rate of member-employees who have 
successfully completed the program with that 
of patients from trial visit or straight dis- 
charge who did not have benefit of the pro- 
gram. 

Stotsky’s(4) study of factors differenti- 
ating successful from unsuccessful member- 
employees discloses that unsuccessful mem- 
ber-employees showed significantly more 
current difficulties with alcohol, records of 
arrests, and elopements. 

It has been observed clinically that pa- 
tients who meet the following criteria are 
the best prospects: (1) psychotic condition 
stabilized to the extent that patient is not 
showing acute behavior disturbances or florid 
symptomatology. When symptoms are in the 
acute stage patients are too difficult to man- 
age in the less structured member-employee 
role; (2) ability to conduct himself without 
difficulty on week-end passes; no abuse of 
full ground privileges; (3) no recent evi- 
dence of aggressive, suicidal, or antisocial 
behavior, including alcoholism. Where alco- 
holism has been a problem in the past, a pa- 
tient must show definite evidence that it is 
under control before he can be considered 
for the program. 


INTERPRETIVE SUMMARY 


1. Preliminary findings suggest that the 
member-employee program is of value as a 
method of rehabilitation. It is of special value 
in motivating chronic institutional patients 
to work toward their own rehabilitation. 

2. In certain instances it makes a signifi- 
cant contribution to the rehabilitation of 
acute patients. 

3. As a logical extension of present re- 
habilitation programs in hospitals it serves 
as a link between those programs and the 
community, tying the two together. 

4. A wide variety of occupational activities 
can be utilized in this program thus broaden- 
ing the scope of rehabilitation measures. 


‘ 
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Moreover, the types of positions filled by 
member-employees bear much closer re- 
semblance to jobs in the community than do 
conventional hospital activities. 

5. Flexibility in the administration of such a 
program is indispensable. It must be adapted 
to the cultural setting of the hospital in which 
it is established. Thus the program will not 
take the same form in each hospital but will 
have features unique to the respective hospi- 
tals. 

6. Preliminary statistical evidence sug- 
gests that a large number of these member- 
employees are able to adjust to the extra- 
mural community after a varied tenure on the 
program, and, further, while on member- 
employee status they are making a higher 
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level adjustment intramurally for mental pa 
tients than was previously possible. Con 
sidering that patients chosen for this program 
are mainly those with long histories of mental 
illness and hospitalized, these findings are 
encouraging. Further controlled research is 
needed. 
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WHEN PHYSICAL THERAPY (SHOCK) FACILITATES 
PSYCHOTHERAPY ' 


LEWIS B. HILL, M.D.2 ann JOHN D. PATTON, M.D.? 
Towson, Mb. 


Psychotherapy, for the purpose of promot- 
ing significant and enduring changes in a pa- 
tient’s attitude and character so that crippling 
symptoms and destructive behavior patterns 
may be modified or made unnecessary, is a 
time-consuming procedure. Ambulatory pa- 
tients who are able during psychotherapy to 
carry on their usual educative, self-suppor- 
tive, and social activities need not find the 
duration of treatment a serious deterrent. 
There are few hospitalized psychotic patients 
who can afford prolonged psychotherapy, 
however desperately they need it. Most psy- 
chotic patients are under real pressures and 
obligations to recover as soon as possible. 
These pressures are not all financial. Many 
must return to school or to work or lose their 
positions and their places in the community. 
Prolonged absence from the home threatens 
disruption of the family group. Most pa- 
tients also need to make measurable progress 
toward recovery, otherwise they lose hope, 
incentive, faith, and self-esteem and _ sur- 
render to disintegrative psychotic forces. 

Hlowever, the nature of psychotic illness 
imposes severe obstacles and disabilities in 
the pursuit of psychotherapeutic goals. Con- 
sidered functionally, psychosis is an escape 
from unendurable situations. The patient 
wishes to recover, but shrinks from and is 
unable to endure the pain and humiliation 
he feels when he looks at his life situation. 
His best efforts to see, comprehend, and 
think about his difficulties are undone by the 
very psychotic defenses that need correction. 

Psychotherapy is effective only insofar as 
there is rapport between the healthy ego of 
the therapist and some healthy bit of ego of 
the patient. It is in this setting that reinte- 
yrative forces are mobilized. However, this 
reintegrative activity and rapport itself may 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 Authors are respectively psychiatrist-in-chief, 
and clinical director, Sheppard and Enoch Pratt 
Hospital, Towson 4, Md. 
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be blocked and disrupted by psychotic tech- 
niques for escape from and sabotage of 
reality. The therapeutic situation itself may 
become a method of sabotage. Some out- 
standing psychotic techniques effective in 
sabotaging therapy are the following: 

Denial of reality, both external and intra- 
psychic, frequently destroys the basis for 
psychotherapy. The patient denies the fact of 
his illness and the function of the physician, 
thus preventing discussion of his illness or 
his relationship to his doctor. Fortunately 
some patients can be helped to recognize this 
maneuver and how it is self-defeating. Many 
others persist in denial to the extent that in 
their eyes no therapeutic situation exists. 
The technique of denial is commonly rein- 
forced by further defenses. One of these is 
internalization of the conflict and withdrawal 
of feeling from external relationships. 

In one sense all conflict is internal, but it 
has to do admittedly with attitudes and be- 
havior toward other persons. The psychotic 
ego, having broken with reality, may recog- 
nize and value only the good and bad intra- 
psychic objects and devote its attention only 
to the mental combat going on between these 
persecuted and persecuting internalized ob- 
jects. The therapist, being outside, may be 
unable to secure the patient’s attention. The 
therapeutic situation is not improved if the 
patient succeeds in reprojecting his perse- 
cutors onto an outer “they,” be they Commu- 
nists, the FBI, or mankind in general. He 
cannot come face to face with “them,” he 
can engage in no constructive battle with 
“them,” 

One purpose of the defenses of internal- 
izing or projecting is to avoid meaningful 
rapport with the therapist for fear of re- 
vealing feelings of helplessness, dependency, 
passivity, and distrust of the therapist as a 
source of needed supplies. Such fear and 
distrust can be denied and replaced by a 
hard, cold, defiant, angry, pseudo-independ- 
ent, or indifferent avoidance of any nearness 
that would reveal the patient’s passivity and 
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need of help. This amounts to sabotage of 
rapport. 

Another technique for denying the thera- 
peutic realities is found in the exploitation, 
to a fantastic extent, of reaction formations 
with which we are familiar in the obsessive 
character. We see psychotic patients who, 
however tense they appear, blandly deny any 
feelings of anger, revenge, or defiance, or any 
impulses to self-assertion against anyone. 
This defense when overworked can push 
the patient into a massive psychotic depres- 
sion or into a bland grandiosity of virtue 
which is paranoid. 

It may be noted here that many acutely 
psychotic patients manage by the methods 
just mentioned to resolve the acute phase of 
their illness, only to exist in a chronic de- 
fensive state best described as a psychotic 
character. This outcome of an acute psy- 
chosis is to be resisted by the therapist as 
it is severely crippling and very often is the 
path into recurrence of the acute psychosis. 
Psychotherapy aims whenever possible to 
achieve an integration superior to that which 
the patient had before he fell into a psychotic 
episode. 

One further defense against therapeutic 
reality, frequently so effective as to prevent 
indefinitely any accomplishment, is the utili- 
zation by the ego of defective functions for 
purposes of defense after the defects can be 
repaired. For example, a patient, who in 
acute psychosis was too confused to make 
sense out of spoken words, may continue for 
months or years to become confused when- 
ever the therapist says anything which, if 
understood, would be painfully meaningful. 
That this is a purposeful sabotage is seen 
when the patient discontinues it upon being 
told what he is doing. Mutism, stupor, re- 
tardation, manic flight, or aggressive violence 
may be revived by the patient whenever he 
feels the need to break off rapport with his 
therapist in order to avoid the terrifying ex- 
perience of recognizing his illness and the 
difficulties of trying to work out of it. 

Skillful psychotherapy can often support 
and guide a patient out of his psychosis, re- 
solving his resistances as they appear and 
obstruct the work. Whenever possible, this 
is our method of choice. When it is not 


possible by such means to achieve satisfactory 


reintegration of the patient, it is our thesis 
that intervention, at the right moment, with 
ECT or ICT, or combined treatment as indi- 
cated, may break up the massive and destruc- 
tive psychotic resistance so that the patient 
and the therapist can work together profit- 
ably. Although we are at present investigat- 
ing the usefulness of reserpine and chlor- 
promazine for the purpose of facilitating 
psychotherapy, we here limit our observa- 
tions to our experiences with ECT and ICT. 

Our observations support the belief that 
physical therapies used without psychother- 
apy are frequently unsatisfactory. They may 
break up a psychotic impasse but they do 
not of themselves offer the patient much pro- 
tection against immediate or later relapse. 
We have observed this in some of our own 
patients and also in patients who received 
shock or coma treatment elsewhere, without 
psychotherapy, and who came into our care 
shortly thereafter because they were again 
psychotic. What we have frequently ob- 
served is a resolution of the acute phase but 
the development of a chronic psychotic char- 
acter state. 

When we have used pliysical therapy to 
facilitate psychotherapy, its efficacy has ap- 
peared to depend largely upon our judgment 
as to when to use it. If applied too soon, 
that is before rapport has been established, 
it is liable to intensify the patient’s persecu- 
tory anxiety and lead to further psychotic 
defenses, thus further preventing establish- 
ment of rapport. “Too soon” does not refer 
so much to measured duration of time as to 
the stage of development of the patient- 
therapist relationship. If the patient has 
some appreciation that he needs the thera- 
pist and that the therapist means to be help 
ful, then physical therapy may be gratefully 
accepted and used. 

If physical therapy is withheld too long, 
so that the patient comes to feel that the 
therapist is indifferent to his condition or in- 
competent to help him, he may surrender to 
his psychotic futility and depression, At this 
time physical therapy may confirm the pa- 
tient’s surrender, It may also be noted that 
physical therapy, like psychotherapy, is more 
successful when used by a therapist who has 
an optimistic opinion of his patient. 

We believe that physical therapy, used 
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either before the patient-therapist relation- 
ship is established, and the persecutory anx- 
ety minimized, or long after patient and 
therapist have lost hope, leads to results 
which support the widely-held idea that 
physical therapy closes the door to psycho- 
therapy. We find that when physical therapy 
is used at the opportune time, psychotherapy 
is facilitated, not made more difficult. 

Insulin coma therapy does not of itself in- 
troduce any barrier against continuing psy- 
chotherapy. Electroshock is followed by 
amnesia and »ometimes confusion. However, 
our patients report that the amnesia is selec- 
tive. ‘They say that they forget what they 
want or need to forget and remember 
when they need to remember. Confusion 
is transitory unless the patient elects to ex- 
ploit it as defense. 

In the choice between ICT and ECT it is 
generally the prestige-oriented, power-ma- 
nipulating, nonintrospective patient—t.e., the 
manic depressive or paranoid—who gets 
ECT. These are the patients who, with or 
without ECT, would not be expected to lend 
themselves to extensive and intensive study 
of the depths of their character disorders. 
ECT does not make them appreciably less 
available for psychotherapy than we would 
expect them to be without it ; on the contrary, 
it facilitates such therapeutic work as they 
are able to do. 

Below are brief reports illustrating our 
thesis. 


Case 1.—A married woman of 34 was admitted 
because she was disoriented, violent, talking inces- 
santly, saying she was doped, persecuted by traitors, 
and betrayed by friends. Her parents were over- 
indulgent yet remote and concerned with social 
prestige. Her husband was ambitious and success- 
ful. The marriage was a success except that the 
patient became increasingly alcoholic over a 10- 
year period. She suffered dysmenorrhea, and as 
her drinking increased her sexual desires grew and 
her capacity diminished. She had a brief psychotic 
episode § years before admission. 

During the first 10 weeks of hospitalization she 
talked under pressure to seen and unseen persons. 
Her content was obscene, self-contemptuous, and 
full of confused sexual references. She was aware 
that she was ill but blamed her condition on being 
doped, or on a brain tumor. Twice she injured 
herself in her violence. She said she was “caught 
between God and the Devil, so to speak.” She spoke 
of her fear of being alone, fear of people, and need 
of love. The psychiatrist was recognized as such 


from time to time but no progress was made in 
psychotherapy. 

ECT was begun, and 12 treatments given in 8 
weeks. The patient feared and fought these treat- 
ments. Following the first one she raged against 
the psychiatrist. She managed to persuade him to 
stop ECT after the twelfth treatment and within 
1 week was in contact and cooperative with him. 
She still spoke of dope and a brain tumor, but ac- 
cepted regular psychotherapeutic interviews, and 
was able to structure the previously incoherent ma- 
terial and to relate it to her life experiences and 
problems. She spoke first of masturbation guilt, 
then of adolescent homosexual preoccupations, then 
of her interest in her father. She became less in- 
tolerant of her sexual impulses. During 3 months 
of psychotnerapy her behavior steadily improved. 
She went into the meaning of her alcoholism and 
the ways in which she used it to fight her husband. 
Finally she talked out, in the course of a month, 
her intense ambivalent investment in the psychia- 
trist. She was discharged after 7 months and has 
remained at home, without psychosis, for over 3 
years. 

This case illustrates the not uncommon situation 
in which an outbreak of psychotic material, so pro- 
fuse and diffuse that it cannot be used in therapy, 
floods the ego with such violent primitive impulses 
that it becomes helpless. The ECT, used after the 
therapist had become well acquainted with her, had 
the effect of focussing the patient’s diffuse rage 
and feelings of persecution upon the person of 
her therapist; furthermore, it so constricted the 
flow of psychotic associations that the ego could 
integrate itself to deal with one thing at a time. 
It can be noted that ECT made possible a clarifica- 
tion of the patient’s feelings about the therapist 
enabling her to use his help in her reintegration. 

Case 2.—This patient, admitted because he was 
going into panic, was overactive, uncontrollably 
aggressive and preoccupied with ruminative ideas 
about murder. He came directly from 2 years of 
psychoanalysis, begun and carried out on the as- 
sumption that his was an hysterical reaction, and 
during which his situation had deteriorated until 
finally his therapist had discussed discontinuing 
treatment. This left the patient with the alterna- 
tive of going through with a marriage, conflict over 
which had brought him to treatment, or escaping 
from it by a psychosis to avoid murder, either of 
his fiancée or his therapist. 

The protection of hospitalization reduced the 
acuteness of the conflict and encouraged the rein- 
stitution of neurotic defenses, but distortions of 
reality and of transference from his previous thera- 
pist directed his aggressiveness toward the resident 
in charge of him. The latter became uneasy and 
responded with active interpretative intervention 
which frightened the patient and increased his un- 
controlled outbursts. When the patient again ex- 
perienced a panic reaction coincident with a visit 
from his fiancée, treatment plans were revised. The 
goal became exclusively that of reinstituting ego 
control of impulses and getting the patient “put 
together.” All discussion of dynamics and genetics 


4 
3 


1950] 


was discontinued and ICT was begun. He received 
54 treatments with 43 comas in 11 weeks. There 
was hostile abreaction against the insulin nurse 
and physician. After the first coma the theme of 
murder disappeared and was replaced by a struggle 
to survive the insulin comas. The psychotherapist 
remained quictly supportive. 

In the months following ICT there was per- 
mitted a cautious return to discussion of the pa- 
tient’s psychotic ruminations, which the therapist 
related to current daily experiences and to the 
time immediately before the psychosis erupted. 
After several months a visit from the fiancée was 
permitted. It aroused great anxiety but not a re- 
turn to psychosis. The therapist was now able 
to relate the anxiety to the fiancée, the original 
therapist, the mother, and the present therapist. 

There followed a few months devoted to clarifica- 
tion, investigation, and working through of many 
genetic-dynamic factors as they influenced the pa- 
tient’s character. He was disc!arged after 10 
months, apparently with much increased security 
against psychosis, and with an integration permit- 
ting return to productive work. He has iemained 
well for about 3 years. 

This patient is one of a number who have re- 
sponded to psychoanalytically oriented therapy with 
increased anxiety and finally with loss of ego 
boundaries and control, so that further therapy was 
destructive rather than useful. In this case, and 
some others, ICT facilitated the reinstitution of ego 
function and permitted cautiously applied psycho- 
therapy with resultant beneficial modification of 
character defenses so that the threat of psychosis 
became relatively remote. 

Case 3.—This woman, in her early forties, ad- 
mitted after 1 month of increasingly manic be- 
havior, was overactive, untidy, overtalkative, sar- 
castic, and said she was “desperately happy.” Her 
father died when she was 2, and thereafter she had 
no enduring secure family support. Through child- 
hood she had mood swings. In her mid-twenties 
she fell in love with, and proposed marriage to, an 
older married employer. He declined. She married 
another man “on the rebound,” and had a son. 
There was a depression following the love affair 
and there have been anniversary depressions each 
year since. She had 9 years of psychiatric care. 
Five and 2 years ago, respectively, ECT aborted 
depressions. This, her first manic excitement, grew 
out of a depression. 

Two months after admission, the manic state be- 
gan to be punctuated by episodes of depression. 
Her one persistent concern was for the welfare of 
her son. After another 5 months she experienced 
a dependent “little girl” attachment to her therapist, 
and an intense affectionate dependence upon an 
older psychiatrist. Gradually the mania abated. She 
said, “I will live with my husband for my son even 
if it kills me.” She began to visit home and slipped 
into a persistent depression about living with her 
husband. She also felt great loss of self-esteem 
because of her manic behavior, and used her de- 
pression as a plea for love from the psychiatrists 
These elements were pointed out repeatedly and 
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gradually lost their intense value for her. She then 
expressed guilt and depression about her son. De- 
pression deepened and she pleaded for help. ECT 
was instituted with her consent. She had 7 treat- 
ments in 3 weeks. From the first treatment, the 
depression lifted and she was discharged 2 months 
later. There was a short hypomanic episode im 
mediately following shock, but this cleared as the 
therapist worked with her to clarify and reap 
praise some of the issues of her life. Much of the 
tedious, painful work of her years of psychotherapy 
could now be synthesized and integrated into her 
useful awareness 

It is our belief that ECT might have abated the 
manic phase, but lasting results depended upon 
waiting until the patient and the therapist were in 
agreement as to its necessity 

Underlying this patient’s efforts to get narcis- 
sistic supplies in the form of care and attention, and 
her use of depression to atone for guilty feelings, 
we believe there is an endogenous liability to severe 
mood swings. We are not certain that this latter 
factor will not again disturb her, but it appears 
that 1 will get less reinforcement than heretofore 
from her guilt feelings or from her quest for de- 
pendence upon psychotherapeutic help. Since dis 
charge she has, in fact, had one brief, mild period 
of overactivity which she survived without further 
therapy. 

Case 4.—A 34-year-old married woman was ad- 
mitted for treatment because she had tried to kill 
herself and her husband. This patient was humili 
ated in childhood by a paretic father. She married 
an epileptic who beat her, divorced this husband, 
remarried, and has 2 children. Her present husband 
has ulcers. Three years before admission there 
was a complete hysterectomy followed by diffuse 
left-sided symptoms from ear to knee. For the next 
year she quarrelled with her husband, her house- 
keeping deteriorated, and she became seclusive 

During 4 months of hospitalization she was 
anxious, irritable, and overactive. She “sang and 
danced to keep from crying.” She spoke of events 
in her history, of the Red (¢ ross, the Cross of Jesus, 
and of her father as a saint who had raped her and 
given her syphilis. She liked her therapist and grad 
ually came to speak of her somatic complaints as 
having an emotional basis. She fell in love with 
an elderly psychiatrist “because I was never able 
to love my father.” She wrote her husband, angrily 
demanding divorce 

The staff thought that the patient was becoming 
stereotyped in brief swings of excitement and de- 
pression which prevented consistent therapeutic 
gain. ICT was begun. Her first reaction was “that 
damned insulin makes me numb. I feel like an 
epileptic.” The first dozen comas were accom 
panied by increasing rage against the husband and 
by suicidal threats. The next 10 were in the setting 
of helpfulness to other patients and recognition of 
her therapist's helpfulness to her. She spoke long 
ingly of her children and was less delusional. After 
40 comas she said, “I was a wreck. I am getting 
better and I don’t know why.” She made increas- 
ingly good sense in her therapeutic hours, but her 
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behavior still varied from better to worse. After 
46 comas she reported a “recovery dream.” She 
commented on the beauty of the flowers and en- 
joyed her time outdoors. After her fiftieth and last 
coma she feared she would not be able to leave the 
hospital, although she made plans to resume care 
of her children. Three years later she is reported 
taking care of her children and a sick husband. 
She occasionally telephones her referring doctor but 
has no regular psychotherapy. 

This patient, slipping for several years into a 
schizo-affective escape from her grim reality, could 
still make an investment in her therapists, but she 
could not resist acting out her phantasies about 
them. During ICT her resentments were reorgan- 
ized and her devotion to her children emerged as a 
nucleus about which she could reintegrate her be- 
havior. Her prognosis was thought to be bad. 
She has surpassed our expectations. Although still 
psychotic she maintains a useful family relationship. 
We think ICT was a decisive factor in helping her 
to use her trust in her psychotherapist. 


DISCUSSION 


H. Wricox, M.D. (Traverse City, 
Mich.).—Drs. Hill and Patton are to be congratu 
lated for their clear exposition of some of the ob- 
stacles to the successful use of psychotherapy alone 
in psychotic conditions. However from their de- 
scription of the selective use of ECT and ICT to 
help overcome these obstacles, I get the feeling that 
they have introduced these physiodynamic therapies 
almost apologetically. This brings to mind the 1954 
paper ® of Dennis Hill in England in which he 
deplores the present tendency for psychiatry to be 
divided into 2 hostile camps, one versed in the 
physical methods of treatment and the other in the 
psychopathology of the patient’s problems. He 
stresses that each camp can profit by the experi- 
ence and insights of the other. 

It has long been my contention that shock ther- 
apy, which I now prefer to call by the broader 
term physiodynamic therapy, is a means of facili- 
tation of the intrinsic healing tendencies of the 
brain. I refer to my 1946 article, “Brain Facilita- 
tion not Brain Destruction, the Aim in Electro- 
shock Therapy.”* During the years, I have at- 
tempted to utilize psychotherapy aggressively to 
consolidate the gains made with the physiodynamic 
therapies. 

I wish to take issue with Drs. Hill and Patton 
in regard to the time when the physiodynamic ther- 
apies should be instituted. I am impressed by the 
quality of therapeutic results they have reported 
in these cases but the delay in instituting the facili- 
tating therapy was not primarily adapted to the 
need of the patient. I predict that, as they become 
more experienced not only with ECT and ICT but 
also with the various techniques of nonconvulsive 
electrostimulation and of carbon dioxide therapy, 

8 Hill, Dennis. J. Ment. Sc., 100: 360, Apr., 1954. 

4 Wilcox, Paul H. Dis. Nerv. Syst. 7: 201, 
July, 1946. 


they will find justification in using these facilitators 
much earlier. To a remarkable degree the mind- 
set and expectation of the therapist determines the 
acceptability to the patient of any chosen therapy. 

Take the first case reported. The doctors ad- 
mitted that no progress was made with psycho- 
therapy for 10 weeks and that when ECT was 
started the patient feared and fought it. That does 
not sound as if the 10 weeks were determined by 
patient’s need to develop rapport with the doctor 
first, for fear of intensifying her persecutory anx- 
iety and for fear of her developing further psy- 
chotic defenses. This period was used up in con- 
vincing the doctor that he was getting nowhere 
with psychotherapy alone. 

In the second case reported, the authors state 
that the patient had come directly from 2 years of 
psychoanalysis with progressive increase in symp- 
toms. Even that was not convincing until the pa- 
tient became so aggressive toward the resident that 
treatment plans were revised. 

The third case suffered for 7 months in the 
hospital with a manic state punctuated by episodes 
of depression before she reached a depressed stage 
so deep that she was asking for anything to re- 
lieve her of her agony, even the dreaded ECT if 
necessary. This delay was dictated by the mind- 
set of the therapist, not by the therapeutic need 
of the patient. 

Likewise in the fourth case there was a delay of 
4 months before ICT was started. The evidence 
presented does not indicate that this expensive de- 
lay in using the adjunctive therapy was necessary 
in order for the patient to develop the necessary 
rapport with the doctor. 

In my private practice I deal mostly with psy- 
choneurotic problems and the results should not be 
compared directly with the psychotics reported by 
Drs. Hill and Patton and they probably would be 
even more inclined to rely on psychotherapy alone 
for most of my patients. However, I find I can 
use nonconvulsive electrostimulation and carbon 
dioxide therapy selectively § and ECT when neces- 
sary beginning immediately, with a gain to the pa- 
tient and with a gain rather than a loss in rapport. 

On the other hand, I hope to be more effective 
in my psychotherapy by utilizing the insights into 
the psychodynamic blocks of the patients which 
have been so clearly described in this paper. 


REPLY TO THE FOREGOING 


Lewis B. Hitt (Towson, Md.).—Our report was 
not meant to be apologetic ; we had hoped our audi- 
ence might include psychoanalysts and therefore 
undertook to explain to them the basis upon which 
we introduce physical therapies at appropriate times 
to facilitate psychotherapy when psychotic defenses 
in their massiveness preclude rapport. Dr. Wilcox 
illustrates his thesis that the mind-set of the thera- 
pist is a factor of importance. His crientation is 
that he is dealing with a brain disorder, -eating it 
by physical means, and using psychotherapy second- 


® Wilcox, Paul H. Confinia neurol., 14: 288, 1954. 


1956] 


L. B. HILL AND J. D. PATTON 65 


arily. Our mind-set, based on many years of ex- 
perience with psychotherapy, is that psychosis is a 
disorder of the whole person and his whole way of 
life, and that treatment must be directed primarily 
to the person in his life situation. 

Our thesis is that this program can be facilitated 
by the occasional use of physical therapy if it is 
applied at an appropriate stage of the treatment 
relationship. It happens that our case material re- 
ported here refers to those who have had previous 
psychotherapy without success. It would be equally 


easy to present a longer series of patients who have 
had previous physical therapy without lasting bene- 
fit, and who have responded under our observation 
to psychotherapy facilitated at the appropriate mo 
ment by physical treatment 

We share Dr. Wilcox’s feeling that it would be 
good for patients if all psychiatrists were oriented 
toward both the psychological and the physical 
aspects of patients rather that falling into 2 camps, 
those treating the patient and those treating the 
brain. 


—— | | 


PSYCHIATRIC RESIDENCY TRAINING IN AFFILIATED CENTERS: 
REPORT OF FIVE YEARS’ EXPERIENCE ' 


WALTER E. BARTON, M.D.,?2 ann PAUL I. YAKOVLEV, 
Boston, Mass. 


With the growing importance of mental 
health in our country, there is an increasing 
demand for trained psychiatrists. The de- 
velopment of adequate facilities for training 
psychiatrists becomes a matter of national 
importance. 

Two as yet unsolved problems seem to 
dominate the picture of psychiatric training 
as it has developed since the war. One prob- 
lem pertains to economics, the other to the 
peculiar nature of the process of psychiatric 
training. We shall state these 2 problems 
briefly. 

Psychiatric residency training is a long 
and costly process, undertaken usually at an 
age when most young physicians are married, 
have dependents, and must look for lifetime 
careers. They need financial support while 
in training. In keeping with the growing 
importance of mental health, federal and 
state funds, in larger amounts than ever be- 
fore, are being made available for psychiatric 
training, especially since the war. There 
exists, however, a considerable discrepancy 
in the motives which mobilize the public 
funds to finance the training of psychiatrists 
and the motives which bring young physi- 
cians into the field. The majority of young 
aspirants for psychiatric training are moti- 
vated by the appeal of private practice. On 
the other hand, the public funds for training 
are appropriated under the pressure of the 
need for trained psychiatrists to staff the 
public mental health agencies such as state 
hospitals, mental hygiene clinics, and like 
community psychiatric services. To reconcile 
the discrepant motivations which bring the 
best young minds into psychiatry with those 
which provide the wherewithal for their 
training is a long-term problem for which 
there are no short-term solutions. It will re- 
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quire perspective in planning, enlightened 
leadership, and the support of an informed 
public opinion. Only by education of the 
sense of professional obligation to the com- 
munity among the residents, and, ultimately, 
by the saturation of the demand for private 
practice in densely populated areas, will it be 
possible to meet the need for trained psy- 
chiatrists. The immediately obvious answer 
to this problem is to train more psychiatrists 
by making training financially accessible to 
a larger number of qualified aspirants. This 
is principally a problem of economics. It 
demands rational and effective utilization of 
the available resources where the training po- 
tential is optimal. The problem of rational 
distribution of resources is intimately bound 
to the peculiar nature of the process of psy- 
chiatric training. 

Psychiatric training differs in many re- 
spects from training in other specialties. It 
is peculiarly an interdisciplinary branch of 
medical practice(1). The second Cornell 
Conference has brought clearly into focus 
this distinctive feature of psychiatric train- 
ing. A great deal of training is involved in 
areas of knowledge that are not strictly medi- 
cal, but lie in the borderlands of traditional 
medicine and some even outside of medicine, 
per se. There are few single training centers 
which can, within the framework of their 
own program, offer the whole range of ex- 
perience necessary for a well-rounded train- 
ing. Such training requires 3 to § years and 
a diversity of experience is a prerequisite. 
This feature is reflected in the tendency of 
residents to move from one training center to 
another. In part, this mobility of residents 
in psychiatry is conditioned by the avail- 
ability of a suitable stipend ; to a large extent 
it is motivated also by the legitimate desire to 
have the opportunity for training in different 
fields of psychiatric experience and to be 
exposed to different trends, attitudes, and 
philosophies in psychiatric thinking; hence 
the reluctance of residents to accept even 
financially attractive appointments in the geo- 
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graphically isolated state hospitals and even 
in many of the training-wise, self-contained 
institutions. Instead, they seek training 
centers with medical school and multiple 
hospital and clinic affiliations. Only an affilia- 
tion of training centers, reciprocally supple- 
mental in the content and orientation of ex- 
perience offered by each center, can provide 
the necessary diversity of experience required 
by the psychiatrist today. This is a problem 
of effective regional coordination of the state, 
private, and university-established training 
facilities, and of the mobilization of federal, 
state, and private resources as they may 
locally exist. The pattern for expansion of 
training in psychiatry this suggests is the use 
of the potential existing in the traditional 
medical centers, where there are already good 
teachers, a variety of facilities, and the social 
and cultural climate of higher learning. 

The Psychiatric Training Faculty of Mas- 
sachusetts was organized in 1949 on the 
initiative of the Advisory Committee on Psy- 
chiatric Education and Research of the Mas- 
sachusetts Department of Mental Health in 
cooperation with the department of psychi- 
atry of the 3 medical schools in Boston. 

The objectives of the affiliation are: (1) 
To develop residency training encompassing a 
wide range of psychiatric experience through 
affiliation of multiple university, private, and 
state training centers within the framework of 
a unified 5-year program. (2) to mobilize and 
implement the training potential of state and 
private hospitals, child guidance clinics, and 
other centers included in the faculty program, 
and the affiliation of those centers which offer 
standards of acceptable training. (3) To 
stimulate the interest of trainees in those 
areas of public mental health where trained 
personnel is most needed. 


DEVELOPMENT OF AFFILIATION AND ORGANI- 
ZATION OF THE PROGRAM 


The first 5 years of the development of the 
affiliated program were necessarily experi- 
mental to a considerable extent. The opera- 
tional framework of the program had to be 
empirically defined. The most important con- 
sideration was to coordinate the multiple 
centers of diverse orientation without en- 
croachment upon their internal autonomy. 


The following 6 training centers consti- 
tuted the original charter members of the 
affiliated program: (1) Boston Psychopathic 
Hospital (BPH); (2) Boston State Hospital 
(BSH); (3) Worcester State Hospital 
(WSH); (4) Massachusetts Memorial 
Hospital (MMH); (5) Massachusetts Gen- 
eral Hospital (MGH); (6) Judge Baker 
Guidance Center (J BGC) ; and the following 
training centers have been affiliated since 
1952: (7) Beth Israel Hospital (BIH) (July 
1, 1952); (8) James Jackson Putnam Chil- 
dren’s Center (PCC) (July 1, 1952); (9) 
Worctster Youth Guidance Center (W YGC) 
(July 1, 1953); (10) Metropolitan State 
Hospital (MSH) (July I, 1954; (11) 
Douglas A. Thom Clinic for Children (TCC) 
(July I, 1955). 

The affiliated centers are free to accept 
residents outside the framework of the Psy- 
chiatric Training Faculty. However, in terms 
of the convenant of affiliation, the affiliated 
centers agree to give preference of appoint- 
ment to residents approved by the subcom- 
mittee on admissions and recommended to 
them by the subcommittee on training. All 
appointments are made for 1 year only. In 
actual practice, however, the Training 
Faculty considers itself morally committed to 
the residents for opportunity to continue 
training on its program through at least 3 
years of basic training. Accordingly, all resi- 
dents in training on the faculty program ap- 
proved for continuation at next-year level 
have a priority of appointment over new ap- 
plicants. 

The program is designed for 3 years of 
basic training and for 1 to 2 additional years 
of advanced training in the subspecialties of 
psychiatry. 

In the organization of the basic training, 
the faculty has endeavored to follow the 
recommendations of the Second Cornell Con- 
ference (1), and the GAP reports on medical 
education(2). The first year provides resi- 
dents with experience in clinical psychiatry in 
an inpatient setting and develops the personal 
orientation appropriate for therapeutic pa- 
tient-physician relationships. New residents 
are, as a general rule, appointed at 1 of the 4 
affiliated centers ; 3 of which are state hospi- 
tals and one a university center under the 
Department of Mental Health. These centers 
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were found to be best suited for basic train- 
ing. The residents are confronted here with 
the positive and negative realities, the assets 
and liabilities as they exist in the care and 
treatment of patients in need of hospitaliza- 
tion. The supervised experiential training is 
supplemented with instructions in the form 
of seminars, conferences, and lectures. The 
residents approved for continuation at the 
second-year level have a choice of 6 centers 
and are provided with supervised experience 
in an outpatient as well as an inpatient setting. 
experience with individual and group psy- 
chotherapy and with various physical meth- 
ods of treatment is emphasized. The resi- 
dents at the third-year level have a choice of 
10 affiliated centers. The training at third- 
year level is planned to provide residents with 
experience in special areas of psychiatry in 
preparation for advanced training in various 
subspecialties. Advanced training in sub- 
specialties includes child psychiatry, psycho- 
somatic and psychosocial medicine, psycho- 
analysis, and mental hospital administration. 

The affiliated centers in child psychiatry 
presently take about one-half of the residents 
at the third-year level. Those who have 
completed the 3 years of basic training, of 
which 1 year was in child psychiatry, may ap- 
ply for advanced training in that subspecialty 
at one of the affiliated centers formally ac- 
credited for such training. 

A limited number of residents may be ac- 
cepted for training in psychoanalysis during 
or after their second year through individual 
arrangements with the Boston Psychoanalytic 
Institute. Seventeen (21%) of 81 current 
residents are in analytic training. 

Training in psychiatric hospital adminis- 
tration is offered to some trainees at second- 
and third-year level at the affiliated state 
hospitals in the form of training “on the job” 
in junior staff positions. 

Three hundred and thirty-five physicians 
have applied for training on the Psychiatric 
Training Faculty Program since its organi- 
zation July 1, 1949; 133 applicants were ac- 
cepted. The relevancy of the principle of 
affiliation to the residents and the attraction 
of the continuity of sponsorship through all 
levels of the program is indicated by the 
growing number of applications and admis- 
sions. We believe, from personal communica- 


tions, that self-contained centers are experi- 
encing a decline in the pressure for 
admissions in the past 3 years. The expansion 
of the Boston Faculty is shown in Table 1. 

It is estimated that by affiliation of addi- 
tional training centers the potential capacity 
of the Psychiatric Training Faculty to pro- 
vide good residency training at all levels of 
a 5-year program in the Boston area is ap- 
proximately 200 residents; I10 residents 
could be accommodated at present. The num- 
ber of actual appointments is, however, con- 
ditioned by the availability of stipends which 
still remains below the actual training ca- 
pacity of the program. 

A few facts concerning the residents of 
the Faculty are of interest. One hundred and 
ten trainees (82%) were in the age group 
26 to 35 years at the beginning of their train- 
ing; 10 (8%) were under the age of 206; 
and 13 (10%) were over 35 years of age; 
18% (24 residents) were women; 67% (89 
trainees) were married, the majority of 
whom claimed one or more dependents. 

While 44% (58 of the 133 residents) 
were graduates of the 3 medical schools in 

toston, only 26 of them came from the New 

England States. Seventy-five residents 
(56%) are graduates of 38 other medical 
schools. It is evident that the majority of 
the residents on the Psychiatric Training 
Faculty program are not local men and 
women, but have come into the Boston area 
from a wide radius. Eight residents (6% ) 
were non-nationals, mostly Canadians. 

Five years is too short a period to judge 
the effect of the residency training program 
on the vital problem of staffing state hospi- 


TABLE 1 


APPLICATIONS AND NUMBER OF RESIDENTS ON 
Roster Per YEAR 


Con- 
tinued in 
training 
at next 

level 


Total 
residents 
on the 
PTF 


roster 


Total 

approved 

Fiscal applica- cants ad- 
year tions mitted 
1949-50 .... 4 4 
1950-51 9 8 
19$1-S2 .... 21 
1952-53 .... 27 
1953-54 .... 32 
1954-55 +--+ 77 38 
1955-50 .... 87 

(to date) 


New 
appli- 


34 
(to date) 


mated ) 


on 4 
3 
8 29 
25 52 
35 67 
43 81 
55 80 
(esti- 
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tals and community mental health agencies 
with trained psychiatrists; however, some 
significant and encouraging trends have been 
discernible, especially during the past 2 years, 
when the turnover of the intake of new resi- 
dents and the output of those completing 3 
years of basic training has grown in volume. 

To June 30, 1955, 55 trainees have com- 
pleted 3 years of basic training within the 
framework of the affiliated program. Of 
these 55, 18 (33%) still continue in advanced 
training, mostly in child psychiatry. How- 
ever, of the 37 who have terminated their 
formal residency training, 21 (57%) have 
entered or intend to enter private practice ; 
and 16 (43%) have accepted apjiatments as 
staff psychiatrist in state hospitals and mental 
hygiene clinics in Massachusetts and in other 
states. There is, therefore, no lack of in- 
terest among residents to enter the State 
Mental Health service. Unfortunately, how- 
ever, the inducements are not sufficient for 
them to continue in service. Only a few of 
the former residents kept their state posi- 
tions more than a year. This demonstrates 
that the problem of staffing state agencies 
with trained psychiatrists is more than a 
matter of merely training men willing to ac- 
cept appointments. 

The stipends which implement the affiliated 
training program come from 2 sources, fed- 
eral and state, in the ratio of about 2 state 
traineeships for each public health service 
stipend. The public health service stipends 
support mainly residents at the third-year of 
basic and higher levels of training in sub- 
specialties at the university and independent 
training centers of the Faculty. The bulk of 
the state stipends are allocated preferentially 
to residents at the affiliated state hospitals. 
Some residents carry their state stipends into 
the higher levels at the university and inde- 
pendent centers. We emphasize the fact that 
the affiliation of the university and state 
training centers and the pooling of resources 
has helped greatly to mobilize additional state 
facilities and to open additional areas for the 
training of psychiatrists. This was accom- 
plished in 2 ways. On one hand, the resi- 
dency salaries in the outlying nonaffiliated 
state hospitals could not be filled, so these 
were pooled and made available to the ap- 
plicants qualified by the Psychiatric Train- 


ing Faculty. The number of residency train- 
ing positions at the affiliated centers, which 
hitherto had to turn away from their priority 
lists many highly desirable candidates for 
lack of stipends, was thus substantially in- 
creased. On the other hand, as the program 
expanded and as the quotas of residency po- 
sitions at the affiliated state hospitals became 
filled, their vacant junior staff positions were 
made available for senior residents. Thus, 
the training program not only increased its 
capacity at residency levels, but at the same 
time served as a reservoir of staff replace- 
ments for affiliated state hospitals. Many 
of these residents have eventually been pro- 
moted to senior staff positions, and some 
have taken positions in other state and com- 
munity mental health agencies. 

The mobility of residents at the end of 
each year of training from center to center 
within the program is a reliable indicator of 
the efficiency of its internal coordination. 
Table 2 expresses the mobility in percentage 
of residents who moved from one to another 
affiliated center each year. 

The movement of residents from one 
center to another within the program is de- 


pendent almost entirely on the availability of 
stipends that are mobile and can be used 
through the program at any of the affiliated 
centers. 

We wish to underscore the importance of 


the operational flexibility of traineeship 
funds for effective coordination of the af- 
filiated training program. As may be seen in 
Table 2, about 1 in 4 of the PTF residents 
had the opportunity to obtain traineeships at 
another training center. 

The experience of the Faculty indicates 
that the contribution of the affiliated program 
toward staffing state hospitals is directly re- 
lated to the capacity of the program to offer 
training to a large number of residents 


TABLE 2 
Total 


residents 
carried 
in train- 
ing from ter as 
preceding previous 
year year 


Con- 
tinued at 
same cen- 


Year 
6 
1951-52 .... 17 
1952-53 29 
1953-54 35 
1954-55 44 


Moved to Per 
another centage 
affiliated of 
center mobility 
2 25 
10 37 
12 
12 25.5 
29.2 
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through the entire range of affiliated centers 
rather than at any particular center. Here 
the cooperation of the university and private 
training centers and the participation of state 
resources, financial and otherwise, in the de- 
velopment of the program of training is 
essential, 

When stipends are fixed by the terms of 
grants or of state appropriations at the indi- 
vidual training centers which hold title to 
them, this freezes the resources in certain 
fiscally defined areas and creates an unde- 
sirable operational rigidity which prevents 
the resident from moving to the next level of 
training where the stipend would yield most 
good for the very purposes for which it was 
ostensibly appropriated. For example, a resi- 
dent appointed at a given affiliated center 
with a stipend from that center may not be 
able to carry the stipend with him into the 
next center and so cannot move unless that 
center has a traineeship for him. The ap- 
pointment of a resident at a specific training 
center is psychologically (and otherwise) 
essential for the integration of the affiliated 
program as an effective whole. Thus, as the 
scope of the Training Faculty program ex- 
panded, the need of greater operational flexi- 
bility in the allocation of stipends within the 
framework of the total affiliated program be- 
came increasingly evident. We believe that 
creation of regional pools of mobile trainee- 
ships which would be available for residents 
at any affiliated center is a much needed step 
to make training accessible to a large number 
of qualified physicians and to facilitate their 
orientation into the areas of mental health 
service where psychiatrists are most needed. 

Interviews with the applicants for training 
and the individual and collective expressions 
of opinions of residents indicate that from 
the resident’s point of view, the major contri- 
bution of the affiliated program is the conti- 


nuity of training from year to year with a 
wide range of choice in orientation according 
to their best interests. It dispenses with the 
distressing uncertainty as to where a resident 
might find appointment or should go next 
year. Finally, it dispenses with the consider- 
able nuisance of submitting applications each 
year, and of waiting, sometimes for months, 
for a decision as to where a resident may go 
next year. These are legitimate and under- 
standable concerns. In terms of the utiliza- 
tion of energy and best efficiency of residents, 
they are highly undesirable. They are avoided 
by coordination of the multiple centers co- 
operating within a unified operational frame- 
work. From the point of view of the train- 
ing centers, the affiliation offers the follow- 
ing advantages : it stimulates the initiative in 
the development of best training within the 
program of each center and provides a frame- 
work for a steady flow of carefully selected 
trainees reducing the unpredictable element 
in the usual fluctuation of the number and 
quality of applicants from year to year ; from 
the point of view of public agencies con- 
cerned with the problems of trained per- 
sonnel for mental health services, the affili- 
ated program provides a medium through 
which the training of psychiatrists can be 
more effectively focussed upon the areas of 
mental health service which are of special 
national as well as local importance. 
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THE ROLE OF THE ADMINISTRATIVE PSYCHIATRIST IN INTEN- 
SIVE PSYCHOTHERAPY IN A MENTAL HOSPITAL '? 


J. MARTIN MYERS, Jr., M.D.,° Pa. 


More than 40 years ago Meyer, Bleuler 
and Freud introduced the idea that the 
schizophrenic psychoses were individual re- 
actions to life situations and not disease proc- 
esses. This genetic-dynamic approach has 
become well integrated into our understand- 
ing of the individual patient’s reaction, but 
there has been some lag in individualizing 
his treatment, perhaps particularly so in the 
mental hospital. Our desire to set into mo- 
tion all the assets of the individual patient, 
to utilize all his growth potential, and assist 
him to a better adjustment may be jeopar- 
dized when we treat him as one of a group 
of schizophrenics or depressives and think 
of him in these terms. 

Intensive psychotherapy with its emphasis 
on the individual relationships of the psy- 
chotic patient has come into greater promi- 
nence in the past several decades with such 
exponents as Sullivan, Fromm-Reichman, 
Rosen, Whitehorn, and many others. It is 
now one of our generally utilized therapeutic 
tools. Many psychotherapists working with 
these or similar concepts wish to function 
without administrative responsibility, par- 
ticularly when the patient is hospitalized. 
I’ven when the psychiatrist relies heavily on 
somatic therapy as a major adjunct to his 
treatment, other cogent reasons may intro- 
duce a second psychiatrist who serves pre- 
dominantly as an administrator. 

When such a psychiatrist participates in 
treatment, what is his role or function, what 
are some of the problems introduced, what 
are his contributions, and what are his re- 

? Does utilization of a second psychia- 


wards ? 
trist as administrator facilitate treatment ? 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2 From the Hall-Mercer Hospital, Pennsylvania 
Hospital Division. 

® Executive medical officer, Pennsylvania Hospi- 
tal, Department for Mental and Nervous Diseases, 
Philadelphia, Pa. The author wishes to acknowl- 
edge the assistance of Drs. Malcolm Hayward, 
Joseph Peters, and J. Edward Taylor in prepara- 
tion of this paper. 


Can such a treatment be integrated into a 
general psychiatric hospital? We shall com- 
ment on some of these questions on the basis 
of experience in a private, nonprofit hospital, 
which has an active resident program. The 
approach is eclectic in a broad sense and 
treatment may be selected and chosen not 
only in terms of the individual patient but 
also with regard to the particular psychi- 
atrist’s orientation. 

The mental hospital of today has a rich and 
honored tradition of caring for the mentally 
ill. In spite of severe limitations from budget, 
and perhaps correlatively personnel, there 
has been a continuous humanitarian gentle- 
ness in handling these patients. However, 
there is a tendency to a pervasive authori- 
tarian attitude of the personnel toward the 
patient. (Our working definition of authori- 
tarian is that of Webster’s Unabridged Dic- 
tionary—Authoritarian : advocating the prin- 
ciple of obedience to authority as opposed to 
individual liberties.) Such a tendency of 
authoritarianism is necessary and essential, 
for in any hospital there are groups of pa- 
tients whose welfare and treatment must 
take precedence at times over the individual. 
When it is carried to the extent that the 
compliant, submissive patient is the “good 
patient,” when the regressed, tube-fed, soil- 
ing patient is preferred to the affect laden, 
sometimes-hostile one, we may be covertly 
seriously jeopardizing the patient’s growth. 
We must also be aware that perhaps the best 
hospital administration cannot prevent block- 
ing the patient’s growth by keeping him at 
the chiid’s level of emotional maturity where 
he is capable of making only minor decisions 
with a strong parental figure making the 
larger ones. In a hospital most major de- 
cisions are made for the patieut, some at 
least are for the convenience of the hospital 
personnel and not always in the best inter 
ests of the patient. When decisions are made 
to allay our own anxiety, we ought to know 
it is so done and what the implications are for 
the patient. 
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On the other hand we cannot overlook the 
psychotherapeutic usefulness of authority. 
The well-run hospital is beneficial for pa- 
tients. To do away with an authorita- 
tive chain of command and responsibility 
is to leave many personnel on all levels 
open to an excess amount of anxiety 
and may lead to chaos. An overpermissive 
attitude on the part of the psychiatrists and 
staff can block the understanding of and in- 
sight into the patient’s handling of frustra- 
tion and limits. This is also unrealistic as 
limitations of gratification are always exist- 
ent whether one be an infant or an adult. 
This problem of dependence versus inde- 
pendence, individual versus group need, per- 
missive versus authoritative handling must 
be continuously assessed in terms of the in- 
dividual patient. Two psychiatrists, one with 
the individual need uppermost in mind, the 
other with the group need foremost, can, by 
discussion and conference, work out the 
solution to these problems more effectively 
so that within the generally authoritative 
hospital framework maximum therapeutic 
flexibility, without overpermissiveness, is 
possible. 

Our hospital, of more than 200 beds, is 
dedicated first to the treatment of the pa- 
tient, secondly to the training of residents, 
and thirdly to research. (It might also be 
said fourthly to keep the deficit as low as pos- 
sible.) As 100-120 patients are of the more 
chronic type, intensive therapy is aimed at 
about 70-80 patients. There are 3 full-time 
staff psychiatrists, several part-time ones, 
and variously from 5-8 residents in their 
first or second year of training. The ma- 
jority of the patients are referred by psychi- 
atrists who continue to participate actively 
in their treatment. Although the full-time 
staff is in charge (this is legally defined in our 
statutes) they are flexible in accepting treat- 
ment programs outlined by the referring 
psychiatrist. The average number of visiting 
psychiatrists at any one time is between 30 
and 40. Their viewpoints range from what 
might be termed rather organic to the ortho- 
dox Freudian. The variance of theoretical 
framework is perhaps in marked contradis- 
tinction to that found in other hospitals 
where intensive psychotherapy is carried on 
in a setting with the total staff working within 


a single theoretical system. This produces 
in-group security for the staff. However, 
even where 2 psychiatrists agree as to theory 
and strategy, they are apt to view differently 
the tactics to be employed. Such differences 
in viewpoint may provoke anxiety in the 
resident who is looking for the security of 
the psychotherapy and the right decision for 
every single move. 

Those therapists with marked psychoana- 
lytic leanings have been perhaps most de- 
sirous of separating themselves in their work 
with patients from the adininistrative func- 
tions which most naturally then fall to the 
full-time staff including the resident. We be- 
lieve there are 2 main reasons for this: The 
first is that it is a natural extension of the 
psychoanalyst’s training with the neurotic. 
He has been accustomed not to interfere di- 
rectly in the life of the patient but rather 
to analyze and help him understand his inter- 
personal relationships and the defenses and 
transferences involved. Secondly and more 
importantly a workable relationship with the 
psychotic patient, particularly the schizo- 
phrenic, is difficult to establish. Because of 
the patient’s fear and hostility in interper- 
sonal relationships, the therapist, especially in 
his initial contact, may want to emphasize 
his acceptance of the patient and avoid sit- 
uations where hostility might be aroused. 
This acceptance may entail a permissive at- 
titude about infantile behavior and demands, 


_and upon it may depend the future of the 


therapy. The demands of reality with its 
limitation of gratification may be interpreted 
as rejection by the patient and, if brought 
into the same doctor-patient relationship, pro- 
hibit the development of the positive feelings 
necessary for psychotherapy. 

With a sharp division in the treatment of 
the 2 psychiatrists, the psychotherapist may 
deal entirely with the primitive infantile 
problems while the other deals with current 
life situations arising in the hospital. This 
technique has been proved to be of particular 
value in treating the type of patient who ob- 
structs treatment by constantly stirring up 
problems in the hospital. As soon as the 
psychotherapist is free to tell the patient 
that all current problems and plans are to be 
handled by the administrator, he can concen- 
trate on the primitive etiological conflicts and 
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usually the relationship of the patient and 
hospital becomes smoother as the current 
problems have less value as a defense in his 
relationship with his psychotherapist. 

Another advantage derives from the fact 
that many schizophrenic patients need a lot 
of help and education on the reality level in 
learning about the workings of society. The 
psychotherapist may find his relationship 
more confused if he must jump back and 
forth between the infantile and current re- 
ality problems. This separation may bring 
into sharper focus for the patient the fact 
that much of his illness arises from conflict 
between the adult and infantile portions of 
his personality so that with increased aware- 
ness and conviction he can venture the neces- 
sary steps for growth. 

If a patient has only one therapist and 
treatment enters a negative transference stage 
not rapidly resolved but continuously filled 
with a great deal of terror, he may no longer 
depend on the therapist, but feel utterly alone 
and deserted. If a working relationship has 
been established with another therapist, he 
usually turns to him for support. The ad- 
ministrative psychiatrist may not only be able 
to offer the necessary support for this period, 
but also assist in clarifynig the negative 
transference so that the impasse between the 
patient and the psychotherapist is broken. 

In severe schizophrenic reactions, the rela- 
tives not infrequently bear a deep-seated 
hostility and guilt toward the patient. Early 
in therapy, particularly, when the psycho- 
therapist wants to ally himself with the pa- 
tient, there arises almost inevitably a conflict 
between the relatives and the therapist. Later, 
when therapy makes progress, the relatives 
may become jealous that the therapist has 
helped the patient grow when they could not. 
The parents will often break up treatment 
rather than deal with their anxieties. A 
second psychiatrist is most useful in these 
and other situations in helping the relatives 
make important readjustments in their atti- 
tudes. 

The splitting of therapeutic roles into a 
psychotherapeutic one dealing with primitive 
material and an administrative one dealing 
with the reality world of the hospital and the 
ma.agement of the patient from a more 
authoritative standpoint may be interpreted 


by the patient as showing the psychotherapist 
is lacking in strength and thus failing him in 
terms of the ego support he needs. This 
interpretation that the psychotherapist is 
weak because he is not active (¢.g., not tube- 
feeding the patient if he doesn’t eat) may 
hinder the formation of an effective doctor- 
patient relationship. Care must also be exer- 
cised that the patient’s need for and reaction 
to a strong authoritative figure is interpreted 
and understood in psychotherapeutic sessions. 

As use of two psychiatrists results in the 
splitting of the transference in most in- 
stances, it may hinder therapy rather than 
expedite it, particularly if it introduces dif- 
ficult countertransference problems. As the 
administrative psychiatrist is most apt to be 
the frustrating one, he receives the major 
brunt of the hostile feelings. Frequently the 
administrative psychiatrist who bears this 
brunt is the younger resident who has not the 
experience necessary to handle such hostility, 
and if not carefully supervised, he may react 
by becoming punitive or overpermissive. The 
result is much the same as when two parents 
struggle for a child’s love. This overt or 
covert conflict of the psychiatrist may result 
in inconsistencies and a type of rejection that 
has a devastating effect on the patient. At 
times it may involve other personnel who re- 
act to defend themselves against their own 
anxiety. Nurses and other adjunctive person- 
nel need training and help in these situations. 
They have generally been accustomed to tak- 
ing directions from one doctor about one pa- 
tient ; two doctors are bound to have differing 
attitudes and though one attempts to divorce 
himself from the administration he nonethe- 
less may desire different tactical moves on the 
part of other personnel than does the ad- 
ministrator. This difference of opinion is 
picked up by the personnel and may generate 
in them excess anxiety about whom they are 
to follow. Two therapists also make it pos- 
sible for the patient to play off one against 
the other so that a great deal of time is spent 
in conferences gathering data and piecing 
together the puzzle of interpersonal relation- 
ships. Of course, the obvious answer is ef- 
fective communication. This means many 
conferences between the psychiatrists them- 
selves and among all personnel to examine, 
evaluate, and clarify their own attitudes with 
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a maximum resolution of conflicts. All com- 
munication systems, however, have a satura- 
tion point beyond which no more messages 
can be sent or received without blocking the 
network. The administrative psychiatrist at 
our hospital spends, in some instances, as 
much time working with one patient being 
treated by a consultant who utilizes this type 
of psychotherapy as he does with 3 others. 
Complete separation of the 2 roles is not 
possible nor desirable. In calling one psychi- 
atrist the psychotherapist and the other the 
administrator, it must be understood that 
this means merely that the larger responsi- 
bility of each falls in a different sphere. 
Often the psychotherapist’s knowledge of 
what phases or conflicts are being worked on 
at a given time is essential in making ad- 
ministrative decisions, for the predominant 
dynamics of the moment cannot always be 
adjudged from a more behavioristic view- 
point. The administrator, however, must be 
in control and make decisions largely on his 
knowledge of how the patient reacts outside 
his therapeutic hour. The psychotherapists 
have commented on the number of times a 
patient seems much sicker or much less sick 
in his therapeutic hour than he does in his 
other behavior and the errors they might 
have made if decisions were based on be- 
havior during therapy alone. The administra- 
tor must have information from the psycho- 
therapist so that his decisions can have 


maximum therapeutic effectiveness with a 
minimum of risk. He has to decide when to 
modify the environment to meet the patient’s 
individual needs. He will have to decide how 
much flexibility can be granted without ma- 
terially harming the efficiency of the hospi- 
tal or ward for on this will depend how much 
the patient can grow in hospital. He must 
be plastic, but not all yielding. He must also 
serve as coordinator. We feel he can best 
be compared to the healthy father in a healthy 
family, in that he provides the material set- 
ting, supplies the emotional support, and de- 
fines the broader limits within which the pa- 
tient gets his initial start toward maturity 
albeit in his relationship with another—the 
psychotherapist. His personal reward is less 
immediate than that of the psychotherapist, 
but nonetheless real. 
CONCLUSIONS 

1. Intensive psychotherapy can be inte- 
grated into the therapeutic armamentarium 
of a general psychiatric hospital which is 
not committed to a specific treatment method. 

2. The utilization of a second psychiatrist 
is necessary. This psychiatrist is the adminis- 
trator, the coordinator, and the reality-in- 
terpreter. 

3. He must be flexible, experienced, good 
at communication, and constantly scrutinizing 
his own attitudes toward the patient and the 
others involved. 
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CASE REPORTS 


CEREBELLAR INVOLVEMENT DURING RESERPINE THERAPY ' 
STEPHEN B. VAYN, M.D., New Crry 


This note reports an unusual reaction en- 
countered in the course of reserpine therapy. 


A 57-year-old man was admitted to the hospital 
in a state of anxiety. His illness had begun with a 
depression 2 years previously. It had grown worse 
in spite of electroshock treatment and, 4 days before 
admission, led to a suicide attempt with about 3 gm. 
of barbiturates. 

He was restless, apprehensive, and preoccupied 
with hypochondriacal and delusional ideas. Physi- 
cal findings were essentially within physiological 
limits. Blood pressure was 130/80, pulse rate, 100 
per minute, blood Wassermann negative. 

On his third hospital day he received 10 mg. of 
reserpine intramuscularly in the morning and 3 mg. 
by mouth in the evening. That night he slept with- 
out sedation, and on awakening was more relaxed. 
The next day, the injection of 10 mg. was repeated. 
Six hours later, his speech suddenly became slurred, 
and he had a sensation of heaviness in his tongue. 
Examination revealed cerebellar signs: ataxia, dys- 
metria, intention tremor, and adiadochokinesis. 
There was also general weakness and mild mental 
confusion manifested by retrospective memory falsi- 
fication. Blood pressure was 120/60, the same as 
before the injection 

Four hours later, the blood pressure was 60/50; 
but the patient was not in shock. His pulse rate 
was 58 per minute. He was comfortable. The con- 
fusion and the cerebellar signs had disappeared. 
Blood pressure returned to normal after a subcu- 
taneous injection of ephedrine. The reserpine was 
omitted for 24 hours. No further episodes occurred 
when daily reserpine injections were resumed in the 
same dosage for 3 more days. 


It appears unusual to find involvement of 
the cerebellum in the course of reserpine 
therapy since the main effect of the drug is on 
the autonomic nervous system and has been 
explained on the basis of depression of sym- 
pathetic predominance at the hypothalamic 
level. However, it has become increasingly 
apparent that the action of reserpine is less 
specific and also involves other parts of the 
nervous system. Barsa and Kline(1), for 
instance, observed convulsive seizures during 
reserpine therapy. Rinaldi and Himwich(2) 

1 From the Psychiatric Institute of Grasslands 
Hospital, Valhalla, New York. 


have found that reserpine stimulates the 
“mesodiencephalic activating system,” which 
includes the reticular formation of the brain 
stem. They feel that this effect may be the 
reason for the appearance of Parkinsonism 
during reserpine therapy since the brain stem 
reticular formation plays an important part 
in the development of extrapyramidal symp- 
toms. Whatever the theoretical concept, 
Parkinsonism is undisputedly an indication 
of involvement of parts other than the hypo- 
thalamus. This idea was further pursued by 
Schneider and his co-workers (3), who postu- 
lated, on the basis of their experimental 
studies, that the central sympathetic depres- 
sant effect of reserpine is due to an increase 
in the cortical inhibition of the hypothalamic 
centers. 

With the recognition that the action of 
reserpine is more generalized than was orig- 
inally assumed, the appearance of cerebellar 
signs during reserpine therapy is less surpris- 
ing. It is worth noting that the signs lasted 
oniy several hours and had disappeared by 
the time the patient showed another side 
effect, hypotension (asymptomatic). It is of 
further interest that the cerebellar manifes- 
tations did not recur when medication was 
resumed. 

This case suggests that the occurrence of 
cerebellar signs in the course of reserpine 
therapy is not an absolute indication to dis- 
continue the drug although it certainly is 
advisable to reduce the dose. 
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CASE REPORTS 


A CASE OF FATAL AGRANULOCYTOSIS DUE TO 
CHLORPROMAZINE ' 


WERNER TUTEUR, M.D., Excin, 


This case brings the total of blood dyscra- 
sias descri‘ed in the American and British 
literature in connection with chlorpromazine 
to 49, and the fatalities encountered to 18. 

The patient, A. L., was a 62-year-old 
white female, admitted to Elgin State Hos- 
pital on August 23, 1946. Throughout her 
hospital course she had shown signs of irri- 
tability, rage, vulgar and profane language. 
Her diagnosis was schizophrenic reaction, 
paranoid type. On November 28, 1955, she 
became extremely agitated and was placed on 
chlorpromazine, 100 mg. twice a day. By 
December 30 she was reported as quiet and 
cooperative. 

On January 10, 1956, she developed a tem- 
perature of 103°, going along with a mild 
tonsillitis. There were no necrotizing ulcers 
visible in any of the body openings or on the 
skin. Her blood pressure was 130/84, pulse 
88, respiration 20, and physical examination 
in general was negative. W.B.C. was 700, 
with 94% lymphocytes and 6% granulocytes. 
Chlorpromazine was immediately discontin- 
ued and the patient was placed on broad 
spectrum antibiotics. Another blood count 
taken during the same day revealed 1,000 
leucocytes with 97% lymphocytes and 3% 
granulocytes. On January 12 she received 


1 Clinical director, Elgin State Hospital, Elgin, 
Ill.; Clinical associate, Stritch School of Medicine, 
Chicago, Ill. 


500 c.c. of whole blood. Following this her 
white count amounted to 1,100, with 98% 
lymphocytes and 2% granulocytes. The fol- 
lowing day, January 13, it had reached 1,600, 
with 95% lymphocytes and 5% granulocytes. 
On January 14 she received another trans- 
fusion of 250 c.c. of whole blood, after which 
her white count was 1,500, with 97% lympho- 
cytes and 3% granulocytes. On January 14 
her temperature remained 102.2° and during 
that day she appeared generally improved. 
However, during the early morning hours of 
January 15, she went into acute cardiac 
failure, with a heart rate of 140, going along 
with cyanosis and dyspnea, and a respiratory 
rate of 34. There were a few coarse rales 
audible over both lungs and the impression 
was that of beginning pulmonary edema. She 
was immediately digitalized, but died at 6:30 
a.m. of that day. No cortisone had been 
given. 

It appears that transfusions of whole blood 
are of little benefit in cases of agranulocytosis 
and that in this particular case they might 
have caused acute heart failure. Dosage and 
duration of chlorpromazine treatment seems 
to have little bearing on the incident of 
agranulocytosis (patient received a mere 100 
mg. b.i.d. from 11-28-55 to 1-10-56 only). 
This is the only dyscrasia as well as fatality 
in a total of 1,508 patients treated at Elgin 
State Hospital with chlorpromazine. 
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DRUG THERAPY PUBLICITY 


Editor, Tut AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Str: From time to time, members of the 
medical profession voice complaints regard- 
ing “premature publicity” about develop- 
ments in the field of medicine. These com- 
plaints generally are directed at newspaper- 
men and others employed by lay communica- 
tions media. 

Such criticisms are usually groundless, but 
it is unfortunately true that instances of 
“premature publicity” do occur now and 
then, although the National Association of 
Science Writers (NASW) feels it is achiev- 
ing considerable success in its persistent ef- 
forts to reduce their incidence. 

The NASW wishes to deplore publicly the 
indefensible methods employed by a certain 
pharmaceutical firm in connection with the 
announcement of a new ataractic drug on 
Feb. 20, 1956. Early in that month telegrams 
were sent, on behalf of this firm, to a number 
of science writers in the United States, which 
said in part: 

By special arrangements with the chief of staff 
and chief psychiatrist of the (name of hospital and 
city) you are invited to attend a staff meeting on 
the results of the hospital’s clinical work with a 
new potent ataractic drug known as ———————-. 
The date is February sixteenth 1:30 pm sharp 
in the Medical Auditorium of the main hospital 
building. This is a regular Staff Meeting to which 
will be invited physicians from the medical schools 
— and —— Physicians at 
(the hospital) have done extensive clinical work 
with the drug and find it most promising. 

We thought you would be interested in this sig- 
nificant development in the field of chemopsycho- 
therapy and particularly in the clinical studies under 
way at the hospital. Transportation incidentals and 
lunch will be provided by our friends at (name of 
drug house). Luncheon will be served at the Hotel 
—_____—_——. at 11:30 am sharp. Limousines will 
leave the hotel at 12:45 pm for the hospital. 


On Feb, 16, a press release was issued on 
behalf of this drug house. Dated for use 


Feb. 20, it was 753 words long and began 
thus : 


A new drug which calms and controls acutely 
agitated mental patients, alcoholics and drug ad- 
dicts and facilitates their physical and psychiatric 
rehabilitation was disclosed here today at a medi- 
cal staff conference of the ———————— Hospital. 

The new drug differs from others in use in that 
the calming of patients is not masked with de- 
pression. Little or no fall in the patient's blood 
pressure has been observed. Vasomotor collapse 
(precipitous drop in blood pressure) has not oc- 
curred, nor has the drug produced tachycardia (ex- 
cessive rapidity in action of heart). There is no 
evidence of intolerance to intramuscular nor intra- 
venous administration of the drug, no pain on in- 
jection and no tissue destruction at the site of the 
injection. Jaundice and agranulocytosis attributable 
to some drugs in the field of chemopsychotherapy 
has not been observed thus far after administra- 
tion of the new drug.” 


Meanwhile the pharmaceutical house itself 
was sending confidential letters bearing the 
name of the firm’s president to the profes- 
sion, which most physicians received on or 
about Feb. 11. These letters stated in part: 


Dear Doctor: 

You may have read or may be reading in your 
newspaper about a potent new ataractic drug 
called 

It is almost impossible to control publicity on 
an important new scientific achievement. Busy re- 
porters are finding out about —— in lo- 
cations where it is being clinically investigated. 

Because we want you to know about ——— 
from us, and not from the newspaper, I am writ- 
ing you this letter to give you the gist of the 
preliminary findings. 

Pre-release publicity is unfortunate because we 
are not quite ready to make -——— avail- 
able. 


The NASW feels such duplicity cannot be 
condoned. It has no place in medicine or in 
medical journalism. 

Joun Troan, Chairman, 
Committee on Information, 
National Association of 
Science Writers, Inc. 


77 


78 CORRESPONDENCE 


[ July 


PREMEDICATION IN ELECTRIC CONVULSIVE THERAPY 


Editor, Tut AMERICAN JouRNAL oF Psy- 
CHIATRY : 

Sir: Following a discussion of Dr. Lothar 
Kalinowsky’s letter, in the March issue, page 
745, of the American Journal of Psychiatry, 
cautioning the usage of ch!oropromazine and 
reserpine combined with electroconvulsive 
therapy, the staff of Glenwood Hills Hos- 
pital, Minneapolis, would like to report their 
experience in using these medications with 
ECT. 

Our neuropsychiatry staff consists of 34 
members, all Board men or Board eligible. 
Our research committee has made a survey 
of the techniques employed by each doctor 
during a 3-month period from January 1, 
1956, through March 31, 1956. A total of 
2,803 electroshock treatments were adminis- 
tered. In practically every case chloropro- 
mazine was combined with ECT in doses 
varying from 25 mg. to 100 mg., q.i.d. In 
addition to chloropromazine, the larger per- 
centage of the staff add atropine grs. 1/150, 
sodium pentothal and succinylcholine chloride 
to their preshock routines. Five of the doc- 
tors have frequently used reserpine in dos- 
ages of 0.25 mg. to 0.5 mg. q.i.d., combined 
with ECT and the above-mentioned drugs 
without ill effects. In only one case where 
reserpine was being administered in dosages 
of 1.0 mg. q.i.d. was respiratory distress fol- 
lowing ECT of concern, The reserpine was 
discontinued and the patient completed his 
course of ECT without complication. 

It is the consensus of our staff that there 
has been no increase of complications result- 
ing from the combination of tranquilizing 
drugs in usual doses with ECT. In this 3- 
month period there has been neither deaths 
nor fractures. 

From this experience it has been concluded 
that there is no contraindication to continuing 
the use of these tranquilizing drugs in pre- 
paring patients for electroconvulsive therapy. 

The Research Committee of 

Glenwood Hills Hospital Staff, 
Josern A. Rescu, M.D., Chairman, 
Joun W. Scuut, M.D., 
Irvinc C. BeRNsTEIN, M.D. 


Editor, Tue AMERICAN JouRNAL oF Psy- 
CHIATRY : 


Sir: I have read Dr. Lothar B. Kalinow- 
sky’s letter in the March '956 issue of Tue 


AMERICAN JOURNAL OF PsyYCHIATRY with 
much interest, and I would like to comment 
on some of his statements. 

He first states that death in electroshock 
without premedication has been extremely 
rare and that practically all the deaths were 
in patients who had received curare. I do not 
find this true in our experience at Bourne 
wood Hospital. We have reported 5 deaths 
in 70,000 treatments and none of these had 
curare or any relaxant drug or pentothal. 
Since we have started using succinylcholine 
chloride we have now had approximately 
17,000 treatments with no deaths and no 
medical complications. Dr. Kalinowsky re- 
ports that he had heard of deaths due to suc- 
cinylcholine chloride in personal communica- 
tions but he does not state the cause of death. 
I am wondering whether death was due to 
respiratory failure without the correct use of 
oxygen under positive pressure or whether 
they were cardiac deaths. 

I agree with Dr. Kalinowsky that succinyl- 
choline chloride should not be used by every 
psychiatrist routinely or we shall have many 
more deaths. However, when a person skilled 
in anesthetic procedure assists, when oxygen 
is given routinely, I believe it is a very safe 
procedure and it is certainly less traumatic 
to the cardiovascular system. The 5 deaths 
from unpremedicated treatment were attribu- 
ted mainly to coronary episodes and cardiac 
conditions. I am sure that with succinyl- 
choline chloride those deaths would not have 
occurred because the stress on the cardiovas- 
cular system would have been that much less. 
With our 17,000 treatments with succinyl- 
choline chloride we have had no complaint of 
back pain and no fractures reported as com- 
pared with the 1% to 10% fractures reported 
when unpremedicated treatments are given. 

In connection with Dr. Kalinowsky’s state- 
ment that the question of its routine use has 
not yet been settled, I would like to give him 
my experience in the courtroom in the past 
2 weeks. On April 3, 1953, when succinyl- 
choline chloride treatment was first being in- 
troduced at Bournewood Hospital and we 
had treated only about 3-4 patients previous 
to that time, a man was treated without suc- 
cinylcholine chloride and sustained a fracture 
of the 7th dorsal vertebra. He was subse- 
quently treated with succinylcholine chloride 
and made an uneventful recovery. He then 
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instituted suit against the hospital and the 
private psychiatrist who treated him. This 
suit was defended in court and the case rested 
on the fact that succinylcholine chloride was 
not used on the first treatment. The plain- 
tiff’s attorney introduced articles on the use 
of succinylcholine chloride and, in spite of 
the fact that succinylcholine chloride was not 
in general use at that time and was just be- 
ing introduced, a verdict of $3,000 against 
the psychiatrist was returned by the jury. 
There was a directed verdict of no negligence 
against the hospital since the facilities were 
there and could have been used by the psy- 
chiatrist if he so desired. 

Now the question we can all ask is: if on 
April 3, 1953, when succinylcholine chloride 
was first being introduced and very few were 
using it, one of us was found guilty of neg- 
ligence in not using it, what will happen in 
1956 if a man does not use succinylcholine 
chloride and a fracture is sustained ? 


Dr. Kalinowsky also warns against the use 
of electric shock in patients on large doses 
of chlorpromazine and reserpine, and I have 
no objection to this even though at Bourne- 
wood we have treated these patients using 
atropine, pentothal-succinylcholine chloride 
routinely with no untoward effects. 

I want to repeat that if succinylcholine 
chloride is used one should have experience 
with the method and should be skilled in the 
technique of maintaining a patent airway and 
oxygen under positive pressure. I agree with 
Dr, Kalinowsky that the routine use of suc- 
cinylcholine chloride by unskilled persons 
will lead to fatalities, but the effort should be 
made to train men in the use of succinyl- 
choline chloride and/or to use nurse-anes- 
thetists skilled in the procedure so that the 
goal of routine use of succinylcholine chlo- 
ride can be attained. 

Cuarves SALTZMAN, M.D., 
Brookline, Mass. 


ADDITIONAL REMARKS ON THE DANGER OF PREMEDICATION 
IN ELECTRIC CONVULSIVE THERAPY 


Editor, THe AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: The comments on my previous letter 
give me a welcome opportunity to amplify the 
points therein. To begin with the letter by 
Dr. Resch and his staff, it is known to me 
that many hospitals apply ECT during medi- 
cation with chlorpromazine and reserpine 
without accident. The deaths reported in my 
letter, should have been sufficient as a warn- 
ing against this combination. I am now able 
to report on 2 more fatalities which Bini, 
who introduced electric shock therapy, au- 
thorized me to mention here. Considering 
the fact that in almost 20 years of experimen- 
tation with and routine use of ECT, the 
group at the Neuropsychiatric University 
Hospital in Rome lost only 1 patient, the 2 
deaths within a short period of medication 
with chlorpromazine were significant enough 
to discontinue a combination which has not 
been proven superior to the subsequent appli- 
cation of the 2 treatments. 

The problem of premedication with suc- 
cinylcholine was added in my letter as evi- 
dence that any premedication adds to the 
risk of ECT. This did not mean a strict 
rejection of succinylcholine with which I am 


thoroughly familiar. I am treating many 
selected cases with large doses of succinyl- 
choline with the assistance of an anesthetist, 
and at the New York Psychiatric Institute 
we are trying to evaluate the usefulness of 
small doses given without an anesthetist. Dr. 
Saltzmann, like most staunch advocates of 
the method, tries to explain accidents with 
poor technique. The personal communica- 
tions mentioned in my first letter came from 
2 extremely competent therapists, Baumer 
and Baumgartl, who, as early as 1953, gave 
an excellent and then favorable report on 
succinylcholine (Nervenarzt, 24: 66, 1953), 
and von Baeyer, foremost electroshock ther- 
apist. Baumer described his cases as cardiac 
deaths and rightly points out in his letter to 
me that respiratory arrest, even of long dura- 
tion, cen always be controlled, 

I wish to clarify my position in this 
matter. I cannot see why cardiovascular dis- 
ease should be a reason to use muscle relax- 
ants. The entire experience with ECT in 
patients with cardiac disease has shown that 
electrically induced convulsions do not in- 
crease cardiac decompensation any more than 
convulsions in epileptics. Recently | saw a 
threatening reaction with pentothal-anectine 
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given by an anesthetist in such a patient who 
had had no difficulties in a previous series of 
ECT, and none when I continued the treat- 
ment without anectine. For many years fa- 
talities in unmodified ECT remained ex- 
tremely rare. I have no explanation for the 
high death rate in the sanitorium mentioned 
by Dr. Saltzmann, and it is in contrast to the 
experience of most large hospitals here and 
abroad which are still using the original 
Cerletti-Bini method. I see the only indica- 
tion for muscle relaxants, aside from threat- 
ening hemorrhages in subdural hematoma, 
bleeding ulcers and post-operative conditions, 
in the prevention of fractures of the long 
bones. Those of the spine have no clinical 
significance, and court decisions like the one 
mentioned by Dr. Saltzmann, as well as a 
similar one, where a fusion operation (!) 
had made the backache permanent, should 
not influence our medical judgment. In view 
of the greater risk for life, we must search 
our conscience and be sure that no legal con- 


siderations or the possibility to shift the re- 
sponsibility over to somebody else, namely 
the anesthetist, influence our handling of a 
medical problem. 

There are groups of patients in whom 
fractures hardly ever occur, for instance 
young females and patients who have had 
many previous treatments without compli- 
cations. There is no reason to complicate the 
treatment in such cases. It is also definitely 
acceptable if many psychiatrists still feel 
that the danger of a fracture is preferable 
to an added risk for life, and reject muscle 
relaxants in all cases. Perhaps it is not even 
the anectine but the intravenous barbiturate, 
or the combination of the two, that makes the 
convulsion more dangerous. The point I 
wanted to make was that any medication 
might complicate a treatment which, for 
many years, proved to present remarkably 
little danger for the patient’s life. 

Lornar B. Katinowsky, M.D., 
New York City. 


ATARACTICS IN PRIVATE PRACTICE 


Editor, Tuk AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Sir: It seems to us that Drs. Dean’s and 
Gahagan’s interesting article (p. 661, Feb. 
1946; p. 850, Apr. 1956) about ataractic 
drugs call for a little more clarification on 
the subject. 

We would like to point out that the psy- 
chiatrist in private practice usually treats 
more neurotics than psychotics. The latter 
are found in mental hospitals and that is 
exactly where the greatest successes with 
ataractic or neuroplegic drugs, as they are 
also called, are reported. 

By now, it is well established that chlorpro- 
mazine and reserpine should not be given in 
depressive states unless accompanied by anx- 
iety and agitation and, in this case, the atarac- 
tic drugs should be combined with electro- 
shock or, in some cases, with antidepressant 
drugs like Amphetamine, Meratran, etc. It 
also should be remembered that ataractic 
drugs should be discontinued 1-2 days before 
electrocoma therapy is given, in order to 
avoid serious complications. 

We would like to cite 2 of our recent 


dramatic improvements, among our numer- 
ous patients who responded in a similar way. 


A 40-year-old man, diagnosed schizophrenia, 
chronic undifferentiated type, for more than 12 
years had been getting treatment by psychiatrists, 
psychologists, social workers, received psycho- 
therapy, insulin, E.S.T. and electronarcosis with 
no response. At times he was combative, very de- 
manding, grandiose, nasty, arrogant. In spite of 
a high I.Q. (138), he wrote very empty, noncom- 
mittal letters. Had no insight into his condition 
and was a serious management problem. He was 
put on Thorazine in September 1955; received 300 
mg. q.id. He now receives 100 mg. with the fol- 
lowing results: He is pleasant, friendly, coopera- 
tive, has no delusions or hallucinations. His talk 
is coherent, relevant, and it is possible to carry on 
a reasonable conversation with him. He even de- 
veloped some insight into his condition. He spon- 
taneously asked for work; has now worked very 
successfully over 2 months. He participates in all 
kinds of activities. 

It is the unanimous agreement of our professional 
staff, social service, and group work department 
that he made remarkable improvement. He is now 
being considered for trial visit, goes home on 
passes, and his brother, who committed him, is 
very pleased with the marked improvement in his 
personality. 

A 39-year-old man was admitted to the hosp*tal 
October 28, 1949. He had to be handcuffed. He 
was diagnosed schizophrenic, catatonic type at that 
time. During all the following years, patient was 
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combative, alternated between a catatonic stupor 
and catatonic excitement, and had to be secluded 
and restrained continuously. He received 50 elec- 
troshock treatments with 50 convulsions, and no 
improvement. E.S.T. was repeated many times 
until 1954. He also had a course of insulin coma 
without any results. There were some slight re- 
missions, lasting only a few days, but invariably 
patient would fall back into his excitement or 
stupor very shortly. He had had to be restrained 
and secluded almost continuously since 1949. On 
January 15, 1956, patient was put on a course of 
Serpasil injections 5 mg., im. q.i.d. for the first 10 
days; then every second day for 5 more injections ; 
then every third day for 5 more injections. He 
also received 3 mg. Serpasil orally. One week after 
Serpasil medication was started, patient showed 
dramatic improvement. For the first time he gave 
a pleasant smile when he was greeted, was visibly 
relaxed, asked for cigarettes, more food, was out 
of restraint for the first time in many years and 
has been out ever since. His relatives take him on 
the grounds for walks. He is interested in occu- 
pational therapy, takes part in dance activities, and 
may now be considered for short home visits. 


We should all remember that there is no 
such thing as a panacea, but we strongly 


believe (as has been proven by many workers 
throughout the country and the world) that 
the ataractic drugs are a tremendous help in 
our fight aya‘nst mental disease, if they are 
applied according to well-established indi- 
cations. 

The 2 published cases of depression should 
never have been treated with ataractics, at 
least not alone. In the cited cases where 
E.S.T. was applied, ataractic drugs should 
have been withheld 1-2 days prior to electro- 
shock treatment. 

We sincerely hope that a careful study of 
the published literature may convince even 
the most pessimistic psychiatrist about the 
established usefulness of the ataractics, re- 
spectively neuroplegic drugs; especially in 
conjunction with other established methods 
such as psychotherapy, group work, and oc- 
cupational therapies. 

Manrrep Braun, M.D., 
Artur Purvipsrorn, M.D., 
Cleveland State Hospital. 


IDIOPATHIC GLOSSODYNIA 


Editor, Tue AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: The undersigned are investigating 
the psychiatric aspects of idiopathic oro- 
lingual paresthesias and particularly idio- 
pathic glossodynia (burning tongue) in which 
cases the histories and repeated oral exam- 
inations and laboratory findings are always 
negative. These circumstances lead us to be- 
lieve that this frequently seen syndrome (5 
new patients per week, perhaps, in our clinic) 
has a psychosomatic origin and requires psy- 
chotherapeutic measures, 

However, owing to the sometimes transi- 
tory character and lack of severity of the 
disease, psychiatric clinics are unwilling to 
treat these cases on an experimental basis 
without charge. In addition, the reluctance 
of such patients to pay for therapy privately 
or to entertain the thought of commencing 
psychotherapy has prevented a study of the 
effectiveness of psychotherapy in eliminating 
the symptoms of this disturbance. 

This letter is written with the hope that 
psychotherapists reading this appeal will co- 
operate with us by supplying information as 
to findings in their patients, present or past, 


who have “burning tongue” symptoms. We 
realize that usually the burning tongue would 
be only one of a group of complaints for 
which the patient is being treated. However, 
we are focusing our attention on this aspect 
of the syndrome, and would be grateful to 
any physician for brief information as to 
history, physical examination, course of ill- 
ness, therapy, and results in cases he has 
treated. 

With this information we hope to be able 
to determine better the nature of the syn- 
drome of idiopathic glossodynia ard the effi- 
cacy of psychotherapy in its treatment. 

We would appeal to the readers of the 
JourNat for any such case histories as they 
may be willing to place at our disposal. All 
information as to the source will be suitably 
acknowledged in the publication we hope will 
result from this study. 

Kindly address your reply to Dr. Austin 
H. Kutscher, School of Dental and Oral 
Surgery, Columbia University, 630 West 
168th Street, New York 32, New York. 

J. Datmau, M.D., 
Austin H. Kurtscuer, D.D.S., 
New York City. 
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THE SPIRIT OF MIDDLE-EUROPEAN PSYCHIATRY UNDER 
NAZI DOMINATION 


Editor, Tur AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: In an article on the Allgemeine Arzt- 
liche Gesellschaft fiir Psychotherapie in the 
March issue of this JournaL, W. G. Elias- 
berg makes reference to an alleged pro-Nazi 
and anti-Jewish attitude on the part of 
C, G, Jung during the recent war. 

As a member of Dr. Arthur Kronfeld’s 
staff on the Zentralblatt fiir Psychotherapie, 
and being in Zurich in 1933 when C. G. Jung 
was persuaded, with great difficulty, to be- 
come president of the /nternationale Gesell- 
schaft der Psychotherapie, and to help save 
the Zentralblatt by becoming its editor, I was 
intimately acquainted with the situation (see 
my paper titled “C. G, Jung, Defender of 
Freud and the Jews” in the Psychiatric 
Quarterly, April 1946, written at the request 
of the late Dr, Richard Hutchings). 

No one defied the Nazis more than the 
German psychiatric group. None of the 
leaders were willing to collaborate. However, 
one had to proceed very diplomatically and 
most carefully. When the order of nazifica- 
tion came, “old papa” Goering, a perfectly 
neutral director of a small out-of-the-way 
insane institution, was asked, because he was 
a relative of Herman Goering, to take on the 
role of leader, to be a front and a connection 
to the top. The German workers had to be 
organized into a national group. The same 
was done with all workers in the non-German 
countries. But, in order to combine all 
groups, an international society was created 
as a frame organization. Jung, who was not 
a member of the German, but rather of his 
Swiss group, was made president of this 
international organization. The set-up had 
been his idea. One of the main reasons for 
it was to make it possible for Jewish workers 
residing in Germany, who were not allowed 
to be in the German group, to remain in a 


LIMITS TO KNOWLEDGE 


Man, being the servant and interpreter of nature, can do and understand so much and 
so much only as he has observed in fact or in thought of the course of nature. Beyond 
this he neither knows anything nor can do anything. 


professional organization. In this way they 
received contact with the outer world and 
could receive help from there. Dr. Eliasberg 
quotes one sentence from an article of Jung’s 
that says there are “factual differences be- 
tween Germanic and Jewish psychology.” 
This sentence needs to be understood in its 
context and in relation to the critical political 
situation at the time. The article was written 
as a pedagogical attempt to open discussion 
with the Nazis. To have spoken openly 
against antisemitism would have been like 
throwing oil onto a flame. Agreeing on a 
difference was an attempt to lift the discus- 
sion out of the sphere of hatred, and Jung 
did succeed in getting further than half-way 
with the Nazis. Jung, however, had quite a 
different attitude in his personal relations. In 
the first book which he had printed after the 
Nazi rise, there was a chapter by a Jewish 
student of his on the “Psychology of old 
Judaism.” Jung asserted the importance of 
Freud openly in addresses he made in the 
middle of Nazi Germany. If one wants to 
point to a disintegration in the basic concepts 
of psychotherapy, this was not caused by an 
infiltration of Nazi philosophy in psychiatry, 
but by the fact that there were already half 
a dozen fighting schools before the start of 
Hitler’s influence. Besides the schools of 
Freud, Adler, and the Zurich and Munich 
groups, there were workers with very indi- 
vidualized methods and _ concepts, like 
H. J. H. Schulz’s autogenic school in Berlin, 
or Karl Jasper’s at Heidelberg. 

Since the war there have been several at- 
tacks on Jung because of alleged cooperation 
with the Nazis; and the sole purpose of this 
letter is to point out once more the baseless- 
ness of these allegations and to express the 
hope that we have heard the last of them. 

ERrNeEsT Harms, 
New York City. 


—Francis Bacon 
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THE CHICAGO MEETING 


The 112th annual meeting of the American 
Psychiatric Association was held in Chicago, 
Illinois, from April 30 to May 4, 1956. All 
sessions were held at the Morrison Hotel, 
except the Monday morning opening session 
which took place in the Chicago Civic Opera 
House. At this session, the Invocation was 
made by Rev. Gerald F. Burrill, Episcopal 
Dioceses of Chicago, and a warm welcome 
was extended by Hon. Richard J. Daley, 
Mayor of the City of Chicago. Following 
a number of reports by chairmen of com- 
mittees and officers of the Association, the 
President, Dr. R. Finley Gayle, Jr., delivered 
a distinguished address on the subject “Con- 
flict and Cooperation between Psychiatry and 
Religion.” He presented in it a most com- 
prehensive review of psychiatry-religion re- 
lationships and made an earnest plea for 
more effective cooperation and collaboration 
between them. The meeting was very well 
attended, with a registration of 2,158 mem- 
bers, 600 wives, 1,000 guests, and some 250 
exhibitors. The arrangements for the meet- 
ing were superbly carried out by a committee 
under the chairmanship of Dr. Paul Nielson. 
A special program for the ladies was ar- 
ranged and successfully carried out by a com- 
mittee with Mrs. Hugh Carmichael as Chair- 
man. The scientific program, which was one 
of the finest ever formulated, was prepared 
by the Committee on Program under the 
chairmanship of Dr. Titus Harris. 

The program this year was distinguished 
in several respects. For one thing, it fell at 
a time when the tooth anniversary of Freud’s 
birth was being celebrated. On the opening 
day, Dr. Ernest Jones of England, the dean 
of the psychoanalytic movement today, ad- 
dressed a joint session of the A.P.A. Section 
on Psychoanalysis and the American Psycho- 
analytic Association on the subject “Psychi- 
atry Before and After Freud,” in which he 
outlined the great contributions of Sigmund 
Freud to psychiatric thought and practice. 
Another highlight in the program was the 
general scientific session on Wednesday 


morning, in which three distinguished sci- 
entists in the field of genetics presented a 
theoretical symposium on “Recent Progress 
in Genetics and its Implications for Psychi- 
atric Theory.” Professor H. J. Muller of 
Indiana spoke on the genetic principles in 
human population; Professor Linus Pauling 
of California discussed molecular basis of 
genetics; and Professor Franz J. Kallmann 
of New York discussed the genetics of hu- 
man behavior. Excellent discussions of these 
papers were presented by Drs. H. W. Brosin 
and B. H. Glass, and the whole symposium 
was highly stimulating and thought-provok- 
ing. The Academic Lecture entitled “The 
Great Psychiatric Revolution,” was presented 
by Dr. Percival Bailey, the eminent neurolo- 
gist. Following traditional precedents estab- 
lished by some previously invited speakers, 
Dr. Bailey took this occasion to express sharp 
criticisms of certain phases of psychiatric 
theory and practice, and although it evoked 
a great deal of controversy and the feeling 
on the part of many that some of the criti- 
cisms were not justified, it was very thought- 
provoking and was informally discussed by 
a large number of the members throughout 
the course of the meeting. 

The election of new members was held on 
Monday morning and permitted the induction 
of new members and new fellows in a special 
induction ceremony that was held Monday 
night in the Terrace Casino of the Morrison 
Hotel. This was the first attempt to formal- 
ize this event as a special convocation cere- 
mony, at which President-Elect Francis J. 

sraceland gave an inspiring address entitled 
“Dedicatio Medici.” This precedent-setting 
convocation was applauded by all and may be 
expected to continue as an annual event. The 
acceptance of 646 new Members in the 
A.P.A. this year, brought the total member- 
ship to 9,385. Three new Honorary Fellows 
were accepted in the Association: Mrs. 
Henry Ittleson, Dr. Ernest Jones, and Hon. 
John Biggs. Jr. Two Members were trans- 
ferred to Honorary Fellowship: Dr. G. 
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Brock Chisholm and Admiral Bartholomew 
W. Hogan. The Hofheimer Prize was won 
by a medical team comprised of Drs. John 
Money, Joan Hampson, and John Hampson 
of Johns Hopkins Hospital in Baltimore, for 
their study of psychosexual adjustment in 
children. The Isaac Ray Lectureship Award 
went to Dr. Philip Q. Roche of Philadelphia, 
for his many contributions to better under- 
standing between psychiatry and jurispru- 
dence. The Mental Hospital Achievement 
Award was given to the Veterans Adminis- 
tration Hospital of Ft. Lyons, Colorado, for 
a comprehensive reorganization of the hospi- 
tal with resulting advances in staffing, train- 
ing, and treatment. Two Honorable Men- 
tions were given to the Indiana Village for 
Epileptics at New Castle and to the Pownal 
State School in Maine for marked improve- 
ment in their programs. 

The Annual Banquet held on Wednesday 
evening was presided over by Dr. Gayle and 
was a highly successful and most pleasant 
experience to the large number of members 
and guests who attended it. One of the high- 
lights of this banquet was the presentation of 
a very beautiful scroll to Dr. C. B. Farrar 
for twenty-five years of distinguished service 
as editor of the AMERICAN JOURNAL OF Psy- 
cHrIAtTRY. The audience stood applauding as 
Dr. Farrar, who is the eighth editor of the 
Journat and who has made such an out- 
standing contribution to the Association, re- 
ceived his scroll. Several foreign guests were 
presented at the meeting this year, including 
Drs. Andres Carrillo-Broatch of Peru; Leo 
and Elizabeth Eitinger of Norway; Kho 
Tjok Khing of Indonesia ; William R. Kings- 
ton of Australia; Martens Sten of Sweden; 
David Rubenstein of Cuba; Takeo Doi of 
Japan; W. A. Stoll of Switzerland ; Manuel 
Marin-Foucher of Mexico; Prasop Ratana- 
korn of Thailand ; Marcelino Veras of Chile ; 
Charles N. Wiggins of Panama. 

At the business meeting it was announced 
that the Building Fund campaign had been 
successfully concluded with a total of $209,- 


CHANGES IN THE 


The Editorial Board of this Journal has 
lost one of its senior members in the retire- 
ment of Dr. William C. Sandy. The wide and 


000, donated by 4,666 members and various 
District Branches, Affiliate Societies, and 
hospitals. New Ad Hoc Committees were 
established on Mental Hospitals, Liaison with 
the American Academy of General Practice, 
and Relation between Psychiatry and Re- 
ligion. The Treasurer reported that the As- 
sociation had completed the fiscal year in 
good financial condition. Six new District 
Branches were approved by the membership : 
Florida, Virginia, Minnesota, Central New 
York, North Carolina, and Texas. The re- 
sults of the annual election were reported as 
follows: Dr. Harry C. Solomon as President- 
Elect; Dr. William Malamud, Secretary ; 
Dr. Jack R. Ewalt, Treasurer; and Drs. 
Norman Q. Brill, D. Griffith McKerracher, 
and Howard P. Rome as new Councillors, 
the fourth new member of the Council being 
the retiring President, Dr. R. Finley Gayle, 
Jr. At the final business meeting on Friday, 
President-Elect Francis J. Braceland as- 
sumed the presidency, succeeding Dr. R. 
Finley Gayle, Jr. 

In general, this meeting stands out as one 
of the finest in the history of the Association 
and was eminently successful both scientifi- 
cally and socially. This was made possible 
by the excellent leadership and guidance of 
the President, Dr. R. Finley Gayle, the 
spirit of cooperation of the whole member- 
ship, and the very excellent performance 
of the officers, committees, and personnel. 
Special recognition and thanks should go to 
those who worked most diligently through- 
out the year and particularly during the an- 
nual meeting to make this success possible ; 
More particularly, to Mr. Austin M. Davies, 
Executive Assistant, Dr. Blain, and Messrs. 
Robinson and Turgeon of the central office, 
and members of the staff of both offices, as 
well as to the Committee on Arrangements 
and Program. 

The meeting was adjourned Friday after- 
noon, May 4. 

Maramup, M.D., 
Secretary 
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varied experience of Dr. Sandy in hospital 
work in several states and particularly his 
long administrative experience as Director 
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of the Bureau of Mental Health of the 
Pennsylvania Department of Welfare made 
him a valuable member of the Board. His 
broad vision and discriminating judgment 
were continually relied upon and the coopera- 
tion he so cheerfully gave was most welcome 
and helpful. As a former president of 


The American Psychiatric Association, Dr. 
Sandy’s membership of the Editorial Board 
has conferred distinction upon the JouRNAL 
these many years. 

At the meeting of Council, April 29, 1956, 
during the Annual Meeting of The American 
Psychiatric Association in Chicago, Dr. Titus 


H. Harris was elected to the Editorial Board, 
thus maintaining the traditional number of 
twelve members. The accession of Dr. 
Harris, himself an editor and also chairman 
of the program committee, is especially 
gratifying and his membership materially 
strengthens the board. His associates had 
unanimously favored his nomination. Two 
days later, on May 1, the annual meeting 
of the Board of Editors was held, the best 
attended in some years, and it was a happy 
circumstance that Dr. Harris could be pres- 
ent. We welcome him to this fellowship. 


SAY IT RIGHT 


I never went to school more than six months in my life. But, as you say, this (“unusual 
power of ‘putting things’”] must be a product of culture in some form. ...I can say 
this, that among my earliest recollections I remember how, when a mere child, I used 
to get irritated when anybody talked to me in a way I could not understand. ... I can 
remember going to my little bedroom, after hearing the neighbors talk of an evening 
with my father, and spending no small part of the night walking up and down, and trying 
to make out what was the exact meaning of some of their, to me, dark sayings. I could 
not sleep, though I often tried to, when I got on such a hunt after an idea, until I had 
caught it; and when I thought I had got it, I was not satisfied until I put it in language 
plain enough, as I thought, for any boy I knew to comprehend. This was a kind of 
passion with me, and it has stuck by me; for I am never easy now, when I am handling 
a thought, till I have bounded it north, and bounded it south, and bounded it east and 
bounded it west. Perhaps that accounts for the characteristic you observe in my speeches, 
though I never put the two things together before. 

—ABRAHAM LINCOLN (1860) 


BARCELONA FAcuLty or Mepictne Cen- 
TENARY OF SIGMUND Freup.—The sixth 
annual seminar of the department of psy- 
chiatry at the University of Barcelona cele- 
brated the centenary of Sigmund Freud, 
March 10 to May 15. There were many 
eminent speakers taking part in this pro- 
gram, and Freud’s life and all phases of his 
work were dealt with by the various con- 
tribators. 


First ARGENTINE CoNoress oF Psycui- 
ATRY.—This first psychiatric congress in the 
Argentine Republic was held July 5-8, 1956, 
in Buenos Aires. Members of the permanent 
committee of the organization are: Dr. Gre- 
gorio Bermann, Cordoba; Dr. José Castro 
Pefia, Oliva; Dr. Pedro Farias Gémez, 
Capital ; Dr. Teodoro Fracassi, Rosario; Dr. 
Enrique Pichon Riviere, Capital; Dr. Jorge 
Thenon, Capital. The Secretary General is 
Dr. César Ottalagano, Rosario. 


ASOCIACION PSIQUIATRICA PE&RUANA.— 
This new psychiatric association was founded 
in Lima, June 25, 1954. This association will 
bring together and represent officially the 
psychiatrists of Peru. 

In a letter reporting the organization, its 
president, Dr. Federico Sal y Rosas, states 
that apart from interest in psychiatric pro- 
gress generally, the purpose of the organi- 
zation will be to investigate psychiatric and 
anthropological conditions peculiar to the 
country, and also to achieve friendly and 
scientific relations with psychiatric organiza- 
tions in other countries. 


Isaac Ray Awarp.—Dr. Philip Q. Roche, 
Philadelphia, has received the Isaac Ray Lec- 
tureship Award of The American Psychi- 
atric Association. The award is given an- 
nually to a lawyer or psychiatrist for 
contributing to better understanding between 
the two professions. 

As winner of the $1,000 award, Dr. Roche 
will deliver a series of lectures on psychiatry 
and the law at the University of Michigan, 
86 
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under the joint sponsorship of the law and 
medical schools. These will later be published 
in book form. 

The award commemorates Dr. Isaac Ray, 
a founder of the A.P.A., whose Treatise on 
the Medical Jurisprudence of Insanity, pub- 
lished in 1838, was for many years the stand- 
ard work on the subject. 


N. Y. State DepaRTMENT GERIATRICS 
WorksHop.—A 2-day workshop on rehabili- 
tation and treatment of aged patients was 
set up by the New York State Department 
of Mental Hygiene in connection with its 
establishment of 3 pilot geriatric rehabilita- 
tion units. Sessions were held in New York 
City on May 18 and at Central Islip State 
Hospital on May 19. Two of the experi- 
mental geriatric centers already are in opera- 
tion at Buffalo and Central Islip state hospi- 
tals. The third is expected to open in the 
near future. A number of new positions have 
been provided to staff the Buffalo and Central 
Islip centers. 

The geriatrics units represent an experi- 
mental project under the Mental Hygiene 
Department’s new 9-point program of in- 
tensified treatment and research in order to 
find out how many geriatric patients can be 
sufficiently rehabilitated by intensive medical 
and psychiatric care to be returned to the 
community. 


Nippon Seistn Sinker GAKKAI (JAPA- 
NESE NEUROPSYCHIATRIC ASSOCIATION ).— 
Prof. S. Naka (Kyushu University), cor- 
responding member of the A.P.A., reports 
that the Japanese Neuropsychiatric Associa- 
tion held its 53rd general meeting at Niigata 
City, April 25-28, 1956. Over 600 specialists 
from all parts of Japan gathered together in 
this small city, where it was still very cold. 

Under Dr. Tadao Kamimura, the presi- 
dent, 20 executive officers were elected from 
among 61 new committee members. Dr. 
Sukeyuki Uchimura was appointed chief 
executive officer, and Dr. Nozomu Suwa 
elected president for the next term. 
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The highlight of this meeting was a speech, 
“Clinico-hereditary Researches in Nervous 
Diseases,” by Dr. U. Murakami (Nagoya 
University) who emphasized the necessity 
of investigating status dysraphicus, which is 
thought to be the basis of all hereditary dis- 
eases of the nervous system. A symposium 
on schizophrenia was held on the last day 
of the session, with Dr. Syuzo Naka (Kyushu 
University) as chairman. This large prob- 
lem was dealt with in its 3 aspects: psycho- 
genic (Dr. T. Imura), biochemical (Dr. A. 
Hayashi), and genetic (Dr. H. Mitsuda), 
with discussions following. 


CuiLpren’s Hospirat or L. A. Pept- 
ATRIC-PsYCHIATRIC SEMINAR.—The  Chil- 
dren’s Hospital of Los Angeles and the Child 
Guidance Clinic of Los Angeles held their 
annual pediatric-psychiatric seminar, June 
20 and 21, 1956, entitled “‘Medical-Psycho- 
logical Aspects of Special Problems in Chil- 
dren.” Dr. Lauretta Bender, New York State 
Department of Mental Hygiene, led discus- 
sions and workshops widely attended by the 
staffs of the Hospital and Clinic. 

AMERICAN OCCUPATIONAL THERAPY As- 
SOCIATION.—The 1956 Conference of the 
American Occupational Therapy Association 
will be held from September 29 through 
October 5, 1956, in Minneapolis, Minnesota, 
at the Nicollet Hotel. 

The theme of the Conference will be 
“Time for Reflection,” and the topics will 
include: Occupational Therapy in relation 
to General Medicine and Surgery, Geriatrics, 
Pediatrics, Physical Disabilities, and Psy- 
chiatry. 


CONFERENCE ON THE EVALUATION OF 
PHARMACOTHERAPY IN MENTAL ILLNESS.— 
A conference on validation of research on 
pharmacotherapy in mental illness wiil be 
held at the Statler Hotel in Washington, 
D. C., September 21-22, 1956. It will be spon- 
sored jointly by the National Academy of 
Sciences-National Research Council, the Na- 
tional Institute of Mental Health, and The 
American Psychiatric Association, under the 
leadership of Dr. R. W. Gerard. The Con- 
ference will be based on presentations of 
several ad hoc working groups. Their re- 


ports on the methodological, theoretical, and 
administrative problems involved in evalu- 
ating tranquilizing and other drugs, both at 
preclinical and clinical levels, will be reviewed 
in committee sessions before the open meet- 
ing. Those interested in attending the main 
conference should write to the [Executive 
Secretary of this project, Dr. Jonathan O. 
Cole, National Academy of Sciences-National 
Research Council, 2101 Constitution Avenue, 
N. W., Washington 25, D. C., before July 1, 
1950. 


131rH SEMINAR IN GENERAL SEMANTICS. 
—The Institute of General Semantics, Lake- 
ville, Connecticut, is again offering a 16-day 
summer seminar and workshop from August 
17 to September 2, 1956. All persons inter- 
ested in the non-aristotelian formulations 
of the late Alfred Korzybski, and in improv- 
ing their skill in evaluation and communica- 
tion in their own profession, can participate 
in this annual intensive program of general 
semantics. Application forms may be ob- 
tained from the Registrar, Institute of Gen- 
eral Semantics, Lakeville, Connecticut. 


AMERICAN Board OF PSYCHIATRY AND 
Neuro.ocy, Inc.—Dr. David A. Boyd, Jr., 
secretary-treasurer of the American Board 
of Psychiatry and Neurology, Inc., an- 
nounces that it has become necessary to 
cancel the October 1956 examination to be 
given by the Board in Chicago, Illinois. The 
following examinations are now scheduled: 
New York, N. Y.—December to and 11, 
1956; New Orleans, Louisiana—March 18 
and 19, 1957. 


Seconp INpusTRIAL MENTAL HeaLtTH 
CoNFERENCE.— Attempts to define the duties 
of industrial physicians and the causes of 
business executives’ psychosomatic illnesses 
highlighted the second industrial mental 
health conference sponsored by the New 
York State School of Industrial and Labor 
Relations last May 14-15 at the Statler, Cor- 
nell University. Conference chairman, 
Temple Burling, M.D., stressed the need 
for cooperative investigation of the problem 
of executive stress, between medical and 
personnel departments. 
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New York State Service.—Commis- 
sioner Paul Hoch of the New York State 
Department of Mental Hygiene reports that 
for the first time since World War II the 
population of the public mental hospitals of 
the State has shown a decrease. Each year 
during the preceding 10 years has shown an 
average increase of 2,000 patients. The resi- 
dent population on March 31, 1956 (92,916), 
was 500 less than a year ago. This decrease 
is attributed mainly to intensified treatment 
and wide use of the new tranquilizing drugs. 

The present building operations will have 
to continue, however, as the state institutions 
are still 30% overcrowded and obsolescent 
buildings must be replaced. 


Menas S. Grecory Lecrure.—The 1956 
Menas S. Gregory Lecture was delivered by 
Frank A. Beach, Ph. D., Sterling Professor 
of Psychology, Yale University, May 10, 
in the amphitheater of the Psychiatric Di- 
vision, Bellevue Hospital, New York City. 
Professor Beach’s lecture, ‘Theories of 
Sexual Motivation,” was widely attended by 
local psychiatrists and professional workers 
in the field. 


New Construction AT ROCHESTER 
State HosprraL.—Contracts were let early 
this year for the construction of a new State 
Hospital medical-surgical building in Roches- 
ter, providing space for 1,100 beds including 
a reception service. The planned 10-million- 
dollar structure will be 16 stories high, and 
of modern design. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION.—The 33rd annual meeting of the As- 
sociation was held at the Hotels Commodore 
and Roosevelt in New York, March 15-17, 
1956. Nearly 5,000 psychiatrists, psycholo- 
gists, psychiatric social workers and others 
interested in community mental health, psy- 
chiatric treatment, and institutional adminis- 
tration attended. 

Luther E. Woodward, Ph. D., senior com- 
munity mental health representative for the 
New York State Department of Mental Hy- 
giene, was installed as president at the con- 
clusion of the meeting. Other officers for 
1956-57 are president-elect, Reginald S. 
Lourie, M. D.; vice-president, Theodora M. 


Abel, Ph. D.; treasurer, S. Harcourt Pep- 
pard, M.D. 

A resolution passed at the final session 
placed the association on record as officially 
in favor of attempts to achieve “effective, 
psychologically sound and lawful transition 
from segregated to non-segregated public 
schools” on the basis that “research findings, 
clinical studies and general observation indi- 
cate that racial segregation, discrimination 
and arbitrary prejudices damage and distort 
the personality of children” and that “a 
racially non-segregated society will be con- 
ducive to the good mental health and well- 
being of the entire nation.” 


WASHINGTON UNIversiry PsycHoLoGy 
CENTENARY CELEBRATION. —“ Psychology in 
Perspective—a Centenary Celebration : 1856- 
1956” is announced by Washington Univer- 
sity, St. Louis, to take place on Friday and 
Saturday, September 28-29. The occasion 
signalizes the convergent anniversary of 
Wundt, who received his M.D. degree at 
Heidelberg in 1856, and of Kraepelin and 
Freud who were both born that year. There 
will be 4 addresses followed by an integrating 
panel. 

On Friday afternoon Julian Huxley will 
discuss “Psychology in Evolutionary Per- 
spective” and E. G. Boring, “The Psychology 
of Consciousness—First Phase of a New 
Psychology”; that evening Winfred Over- 
holser will have as his topic “Organic Order 
in Mental Disorder” and Saul Rosenzweig, 
“The Cultural Matrix of the Unconscious.” 
The panel, including the 4 speakers, Marion 
I. Bunch, and Edwin F. Gildea, is scheduled 
for the following morning. All sessions are 
open to the public and members of The 
American Psychiatric Association are cor- 
dially invited to attend. 


Louis MemoriAL Funp.— 
Upon request of many members of The 
Amercian Psychiatric Association, a Louis 
Cholden Memorial Fund has been set up. 
The late Louis Cholden has made valuable 
contributions to the Section on Psychother- 
apy as one of its first officers as well as in the 
preparation of the first volume of Progress 
in Psychotherapy containing the scientific 
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papers presented at its first meeting in At- 
lantic City, May 1955. 

His untimely death, due to an automobile 
accident, occurred on the way to the airfield 
to attend the Chicago meeting. Contribution 
checks marked “Louis Cholden Memorial 
Fund” may be sent to J. L. Moreno, M. D., 
Secretary, 259 Wolcott Ave., Beacon, N. Y. 
An account of the receipts will be given at 
the 1957 business meeting of the Section on 
Psychotherapy. 


CHAMBLEE VENEREAL Disease ResearcH 
Laporatory.—Nine laboratory refresher 
courses covering the serology of syphilis, 
management and control of syphilis serology 
by the regional laboratory, and tests for 
syphilis using the Treponema pallidum will 
be offered at the Venereal Disease Research 
Laboratory in Chamblee, Georgia, from 
August 1956 to May 1957, the Public Health 
Service’s Venereal Disease Program has an- 
nounced. Correspondence about these courses 
should be addressed to: Director, Venereal 
Disease Research Laboratory, Division of 
Special Health Services, PHS, Department 
of Health, Education and Welfare, P. O. 
Box 185, Chamblee, Georgia. 


AMERICAN FUND For PsycuiAtry.—Fel- 
lowships totaling $30,000 for § young physi- 
cians who are teachers and researchers in 
psychiatry have been awarded for 1956 by 
the American Fund for Psychiatry. The 
Fund, organized in 1954, raises money from 
corporations, foundations, and individuals 
for the purpose of financing academic and 
research appointments in psychiatry. Its aim 
is to reduce the critical shortage of teachers 
and researchers in the mental health field. 

The awards were made by a committee of 
physicians under the chairmanship of Vernon 
W. Lippard, M. D., Dean of the Yale School 
of Medicine. Among its contributors are 
Sears, Roebuck and Company ; Metropolitan 
Life Insurance Company; Smith, Kline and 
French; the Inland Steel Company ; Stand- 
ard Oil Company of Indiana; the Gillette 
Company; Eli Lilly and Company; Crown 
Zellerbach, Inc. ; the Harris Foundation and 
others. 

The American Fund for Psychiatry is 
currently engaged in a campaign for $250,000 


for 1956 to finance future research grants 
and fellowships. 


Fiorina Lasker SociaL Work Awarp. 
—The 1956 Florina Lasker Social Work 
Award was presented to Charlotte Towle of 
the University of Chicago’s School of Social 
Service Administration May 22, 1956. The 
award includes $1,000 and a “distinguished 
service” scroll. Professor Towle has been on 
the faculty of the University of Chicago since 
1932, and previously served many family and 
child welfare agencies, child guidance clinics, 
and mental hospitals, as well as various na- 
tional welfare organizations. In 1955, under 
a senior Fulbright Award, Professor Towle 
served as consultant to the faculty of the 
London School of Economics, 

The Florina Lasker Social Work Award 
was established from funds in the estate of 
the late Florina Lasker, graduate of the New 
York School of Social Work, by her surviv- 
ing sisters, Miss Loula Lasker and Mrs. 
Etta Rosensohn, also graduates of the New 
York School. It will be given annually to a 
professional social worker primarily to 
“stimulate further achievement.” 


THe Worip Mepicar Association.—On 
April 29, 1956, the Bundesiirztekammer 
(German Medical Association) inaugurated 
its new Bundesirztehaus in Cologne. The 
impressive dedication ceremony was held 
during the meeting of the 26th Council ses- 
sion of The World Medical Association 
which convened in the meeting rooms of the 
new medical house. 

The new building will serve as the center 
of the German medical profession and in ad- 
dition will house the offices of the editorial 
staff of the German Medical Journal. 

The new address of the Secretariat of the 
World Medical Association is 10 Columbus 
Circle, New York 19, N. Y. 


MentTAL Hospital ADMINISTRATORS.— 
The next examination for the certification 
of Mental Hospital Administrators will be 
held October 6-7, 1956, at Denver, Colorado. 
The closing date for receiving applications is 
August 15. 

At the meeting of the committee April 28- 
29, 1956, Dr. Winfred Overholser was re- 
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elected chairman. Dr. Francis J. O’ Neill was 
elected secretary to succeed the late Crawford 
N. Baganz. 

For information concerning certification, 
address the secretary at Central Islip State 
Hospital, Central Islip, Long Island, New 
York. Interested candidates are reminded 
that the final date for receipt of applications 
of Class I candidates is July 1, 1958. 

PROFESSIONAL ASSOCIATION ON ALCOHOL- 
1isM.—Dr. Robert Fleming, Harvard Medical 
School was elected president of this Associa- 
tion at its first annual meeting in Boston, 
April 4, 1956. Sponsored by the Boston Com- 
mittee on Alcoholism, the Professional As- 
sociation on Alcoholism is the first national 
organization of professional workers dedi- 
cated to promote research on alcoholism. 
Dr. Giorgio Lolli, Yale University School of 
Alcohol Studies, addressed the gathering in 
Boston, emphasizing the importance of un- 
derstanding the need for pleasure which 
turns ordinary drinkers into alcoholics, and 
the failure of the confirmed alcoholic to regu- 
late his drinking capacity to satisfy his needs. 

ELecrrosHock ResearcH ASSOCIATION. 
—At the annual meeting in Chicago, April 
29, 1956, the Association elected the follow- 
ing officers for the year ending March 31, 
1957: Dr. Ernest H. Parsons, president ; Dr. 
Lothar B. Kalinowsky, vice-president; Dr. 
Paul H. Wilcox, secretary-treasurer ; counci- 
lors, Dr. William L. Holt, Jr. (ex-president), 
Dr. Bernard L. Pacella (ex-president), Dr. 
Frank J. Ayd, Jr., and Dr. D. C. Burkes. 

The annual prize for the best research 
paper presented at the scientific session of the 
Klectroshock Research Association in 1956 
was divided between 2 papers, each being 


awarded 50 dollars, namely: (1) “Neraval: 
a New Anesthetic for Electroconvulsive 
Therapy,” by Frank J. Ayd, Jr., M. D., Balti- 
more, Md. ; and (2) “Some Effects of Chlor- 
promazine on Electrically Induced Convul- 
sions in Man,” by Esther Bogen Tietz, M. D., 
Keith D. Powelson, M.D., James Weber, 
M.D., and Joseph Wildhaber, M.D., Los 
Angeles, California. 


DepicaTion oF Batre. HAi.—The 
dedication of Battell Hall took place at the 
Connecticut State Hospital grounds on May 
15, 1956. The Hall is named after Robbins 
sattell, a member of the original board of 
trustees named in 1866 to build a hospital 
for the mentally ill in Connecticut. It marked 
a new era for Connecticut in the care and 
treatment of its mentally ill. Robbins Battell 
served the hospital most ably from his ap- 
pointment in 1866 until 1891. The former 
trustee was well known for his music and 
several of his compositions were sung at the 
dedication exercises. 


Boston INSTITUTE OF PSYCHIATRIC 
TREATMENT.—The fourth annual Institute 
of Psychiatric Treatment will be held at the 
Boston State Hospital, September 27-29, 
1956, under the direction of Leo Alexander, 
M. D., and Robert Arnot, M. D. 

A bus will leave the Forest Hills rapid 
transit station at 8:45 a.m. and return at 
5:15 p.m. Taxicabs are also available. Lunch 
will be served at the hospital. For hotel reser- 
vations, write Parker House, where rooms 
have been set aside. 

Registration fee is § dollars. Address cor- 
respondence to Dr. Alexander, 433 Marlbor- 
ough St., Boston, Massachusetts. 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following candidates were certified after ex- 
amination by this Board after examination in Phila- 
delphia, Pa., April 16-17, 1956. 


PSYCHIATRY 


Badgley, Theodore McBride, Walter Reed Army Hosp., 
Washington, €. 

Becker, Anne W., Pontiac State Hosp., Pontiac, Mich, 

Beckett, Peter G. S., 951 East Lafayette, Detroit 7, Mich. 

Benezra, E. Eliot, 4230th USAF Hosp., Barksdale AFB, 


Berblinger, Klaus W., University Hosp., Baltimore 1, Md. 
Biassey, Earle L., 355 Fairfield Ave., Bridgeport, Conn. 


Biser, David I., 481 Eighth Ave., New York 1, N. Y. 

Blackwell, Milforde, 2s5o0oth USAF Hosp., Mitchell AFB, 
Hempstead, N. Y. 

Bramwell, D. M., 2500 East Van Buren St., Phoenix, Ariz 

oeget, Manly Y., Jr., 111 North 49th St., Philadelphia 39, 
"a. 


Burton, Anna Meister, 365 West End Ave., New York 24, 


Call, Justin D., Univ. of Calif. Med. Center, Los Angeles 
a4, Calif. 

Casey, James P., 250 East zooth St., Bronx 58, N. Y. 

Clarke, Thomas Paschal, III, sooo Montrose Bivd., Hous- 
ton 6, Tex. 

Davis, Frederick H., Louisiana State Univ., New Orleans 
12, 
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Dennett, Roger H., 2 Navarro Rd., East Haven, Conn. 
de Rivas, Carmela Foderaro, 1724 Sterigere St., Norris- 
town, Pa. 


Di, Frances: o, Armand L., 400 Forest Ave., Buffalo 13, 


Doss, Richard Hallock, 223 Bosley Ave., Towson 4, Md. 
Duhl, Leonard J., Avon Dr., Bethesda, Md. 
Dushkin, Milton Sheridan Rd., Winnetka, 


Hopkinsville, Ky. 


Edwards, Roy A., 
1430 Tulane Ave., New Orleans 


Enelow, Morton 


12, La 
Epstein, Leon J., St. Elizabeths Hosp., ¢. 
Fisch, Mayer, 1133 Park Ave., New York 28, N. Y. 
Fuchs, Maria Z., 1 Gracie Square, New York 28, N. Y. 
Furst, oseph Brown, s90 West End Ave., New York 24, 
Geddes, David Kofoid, 1265 North Broadway, Santa Ana, 
alif. 
Gray, Melvin, 912 South Wood St., 
Greaves, Donald Critchfield, 800 N.E. 13th St., 
City 4, Okla. 
Greenberg, Marvin, 255 South 17th St., Philadelphia, Pa. 
manasss Bernard Fre erick, Agnew State Hospital, Agnew, 
Hawkins, 
N 


Tan Dovid Rollo, Univ. of North Carolina, Chapel 
il 


Heller, Melvin S., 111 North goth St., Philadelphia 30, Pa. 

Herold, Raymond Conrad, 420 Jasmine Ave., Corona del 
mar, Calif. 

Hoffman, Carl J., 2901 Cottman Ave., Philadelphia 49, Pa. 

Hollander, Leonard, U.S.P.H.S. Hosp., Lexington, k; 

Hull, William Merryman, 323: Burnet Ave., Cincinnati 


29, Ohio 
acob, Gunther M., 328 East 74th St., New York a1, N. Y. 
acoby ¢ Tarzana, Calif. 


Chicago 12, Il. 
Oklahoma 


, William DeVos, 5651 Corbin Ave., 


althod, Robert J., Cincinnati General Hosp., Cincinnati 

29, Ohio. 

Katz, Jay, 333 Cedar St., New Haven 11, Conn. 

King, Rice Taylor, 142 ‘West Lanvale St., Baltimore 17, 

Kingsley, Buell Chapin, 1700 Bainbridge St., Philadelphia 
46, 

Kleinberger, Elizabeth, 1060 Park Ave., New York 28, 

Knit, irvin Alan, 4737 Press Dr., New Orleans 22, La. 

Krame r, Selma, 6801 North Eleventh St., Philadelphia 26, 

Kushner, Réuped I., 4123 Nebraska Ave., N.W., Wash- 
ington, UD 

Kyles, Norman Bruce, Box 26, State Hosp., Goldsboro, 

Landgraf, Charles William, Jr., Hastings State Hosp., 
Ingleside, Neb. 

Lapinel, Paul E., A. Hom, Lyons 5. 

Lebeau, William ‘Emanuel, . Naval Hoods, Philadelphia 
45, Pa. 

Leon, Robert Leonard, 2200 Federal Office Bidg., 911 Wal- 
nut St., Kansas City, 0. 

Locketz, Haroid David, to95 Krameria St., Denver 20, 
Colo 


Loewenstein, Gustav, 608 Garden St., Little Palle, Me 
Logan, John Beach, State Hosp., Harrisbur 

London, Nathaniel Jacob, 333 Cedar St., New fie. e-4 Conn, 
Lordi, William M., 1942 Langham *Columbus 21, Ohio, 
Lowinger, Paul Ludwig, 95: East Lafayette, Detroit 7. 


Mich 
MacLeod, John Adams, 3231 Burnet Ave., Cincinnati a9, 
Ohio 
Maltz, J. Herbert, 6500 Irving Park Rd., Chicago 34, IIl. 
Massie, Walter Arthur, 55 Marion Ave., Mansfield, Ohio. 
McClary, Allan Robert, 115 East Eager St., Baltimore, Md 
McCranie, E. James, 5323 Harry Hines Boulevard, Dallas 
19, ex. 
aria Francisco F., 444 East 57th St., New York 22, 


Miller. Marvin Fred, USPHS Hosp., 21:0 State St., New 
Orleans, La. 
Milstone, , Agnews State Hosp., Agnew, Calif. 


Stanley 
migerisen, Sydney Bergen, Baylor Medical College, Houston, 
Albert 36soth USAF Hosp., Sampson AFB, 


Geneva, 
Utica 2, N. Y 


Nemeth 
Nissenbaum, Reading, Pa. 


1213 Court St., 
Irving, “4 Centre Ave., 


Niswander, Guy Donald, 105 Pleasant St., Concord, N. H. 
O’Brien, William M., Mendocino State "Hosp., Talmage, 
Calif. 


Kirkwood 22, 


Painter, Paul, 945 Beverly, Mo. 
67th Rd., Forest 


Feast, Edward I., 105-25 Hills, 75, 


Perman, Gerald, 7 37 H St., N.W., Washington 7, D. C 
Perry, Donald Jack, 16654 McKeever, Granada Hills, Calif. 
Phillips, William _. St. Davids, Pa 

Harold, :100th Hosp., Bolling AFB, Washington, 

D 

Polaiy, " Murray, 30 Central Park South, New York 19, 
ana Keith Davis, 6232 Babbitt Ave., Encino, Calif. 
Pugh, Philip F. H., 539 Badgerow Bidg., our, City, lowa. 
Radauskas, Bruno, 38 Maple Dr., Catonsville Md 


Rogers, George Augustus, 52 Cooper St., ALE Se 
Rushton, John lil U. S. Naval Hosp., Phila 


delphia 45 
800 E. 


Scharf, Louis it, 
Ohio. 

Adele E., 76 Fenwood Rd., 

Jacob, Willard, N. Y, 


Indianola Ave., Youngstown 8, 


Scharl, Boston 15, Mass. 


Schneider, 


Schurgast, Anselm W., Connecticut State Hosp., Middle- 
town, Conn. 
Shands, Harley C , Memorial Hosp., Chapel Hill, N. C 


Silver, Max Isadore, 2621 Read Ave., Belmont, Calif. 

Singer, Richard George, 17 Clover Lane, Westbury, Me: Be 

Skolnik, 4 Merrick Rd., Massapequa, N. 

Smarr, 270 Trent Penn Wynne, Phila 
delphia 31, 


Smith, C eee Burnett, 2109 Hayes St., Nashville Tenn. 

Somme rness, M. Duane, State Hosp., Fergus Falla. Minn 

Sportsman, Leonore M., 213 Ontario St., Albany 3, , 4 

Super, wie Cc hristian, 2405 Napoleon Ave., New 
Orleans 15, La 

Taylor, Rickard W., Hosp., East Orange, N.J 

Tiffany, William J., C-19, Fitzsimons Army Hosp., 


Denver 8, Colo 
Titchener, James Lampton, Cincinnati General Hosp., Cin- 
cinnati 29, Ohio. 
Tumarkin, Bernard, 220 Miracle Mile, Coral Gables, Fla. 
van der Meer, Herman, Darlington Sanitarium, West Ches- 
ter, Pa 
Vanderpol, Maurice, 61 Eaton Rd., Néedham 92, Mass 
ass, Ilona, 1091 Madison Ave., New York 28, N. Y 
von Tauber, Olga M., P. O. Box 204, Kings Park, L. L., 
N.Y 


Weimer, Robert Edward, Norman M. Beatty Memorial 
Hospital, Westville, Ind ae 

et aaa Jack H., 7834 Penrose Ave., Elkins Park 17, 

Wels her, George Frank, Topeka State Hospital, Topeka, 
an. 

NEUROLOGY 

Auth, Thomas Louie, 2650 Wisconsin Ave., N.W., Wash- 
ington 7, 

Baker, Robert a 3700th USAF Hosp., Lackland 
AFB, San Antonio, Tex. 

Bastron, James Arthur, Mayo Clinic, Rochester, Minn 

Bepoein, Arthur William, 1430 Tulane Ave., New Orleans, 


Geseutte, Bill Charles, Univ. of Calif. Hosp., San Fran- 
cisco 22, Cali 

* Hartman, Alexander S., V.A. Center, Wood, Wis 

Johns, Thomas Kichards, I1, Univ. of Va. Hosp., 


lottesville, Va 
King, Geraldine, Philadelphia 4, Pa. 
Lapham, Lowell « 3640 Shaker Heights 
22, Ohio 


Levine, Irving M., 


Char- 


ays South 36th St., 
/arrensville, 
194 Callender St., Dorchester 24, 


Mass 
Luttrell, 


Charles Nelson, Jr., 601 North Broadway, Balti- 
more s, Md. 
Norsa, Luigia, 303 East St., New York 16, N. Y 
* Norstrand, Iris Fletcher, 7624 Tenth Ave., Brooklyn 28, 
N.Y 
Plum, Fred, Div. of Neurol., Univ. of Wash., Seattle 5, 
asn. 


Schmidt, Richard Penrose, Div. of Neurol., Univ. of Wash., 


Seattle 5, Wash. 


Summers, Thomas B., Dept. of Neurol., Univ. Hosps., 
lowa City, Ia. 
* Denotes Supplementary Certification, 
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Tue Mask or Sanity. An Attempt to Clarify Some 
Issues about the So-called Psychopathic Per- 
sonality. Third Edition. By Hervey Cleckley, 
M.D. (St. Louis: C. V. Mosby Company, 1955. 
Price: $9.50.) 


No subject in psychiatry has been so well pre- 
sented as is the one in this book. For a long 
time psychiatrists have been talking about so-called 
“constitutional psychopathic state” or “psychopathic 
personality” and similar terms, but it remained for 
Dr. Cleckley to make the subject come alive in a 
presentation that is at orce informative and read- 
able. This book should have the widest possible 
circulation, because anyone who has finished grade 
school can understand it. Dr. Cleckley brought his 
heart to his task and completed it with dash and 
flourish—the flourish of victory. He did it. He put 
across in concrete terms a topic that had been vague 
and nebulous up to his time. When we consider 
the fact that psychoneuroses are treatable and psy- 
choses are available to treatment, we come up 
against the granite wall of the psychopathic per- 
sonality. I personally consider persons suffering 


with severe character disorders more unavailable 
for treatment than either the psychotic or the neu- 
rotic personality, and certainly much more attention 


to the prevention of this condition should be paid 
(if that be possible), preferably in the home. The 
good thing about this book is that it is completely 
understandable on the parent-teacher level, and 
everyone interested in mental hygiene, or human be- 
havior, for that matter, should read it, because in 
this book Dr, Cleckley lays it on the line, and many 
a person who had only a dim notion about this dis- 
order before they read this book have come away 
from it clarified. It is an eternal theme in the litera- 
ture of humanity. It is the stuff that keeps our 
courts congested and our probation systems over- 
taxed, and even though we do not yet know exactly 
what to do about it, we should know that it exists, 
and what it is insofar as our present level of 
descriptive understanding permits. This definition of 
a hitherto undefined subject Dr. Cleckley accom- 
plishes with great art. He does it partly also by 
repetition, emphasis, description, and an inimitable 
manner of presentation which makes this book almost 
unique in psychiatric literature. Every medical 
student should read it as soon as possible; for stu- 
dents of psychology it should be a text. Lawyers 
and probation officers should be familiar with its 
contents, also the pathetic parents and the pitiful 
spouses of the psychopath. The title is clever, but 
the contents of the book transcend cleverness. Dr. 
Cleckley is too deadly in earnest, and the subject 
matter he treats is of such a serious nature that this 
book must be numbered among the classics of psy- 
chiatry, and is so likely to remain for years to come. 
This is a new edition, but it is not the last. 
Merritt Moore, M.D., 
Boston, Mass. 
92 


Wuat Is Creative THINKING? By Catherine 
Patrick, Ph. D. (New York: The Philosophical 
Library, 1955. Price: $3.00.) 


Professor Patrick reports and interprets the re- 
sults of a laboratory experiment in which 55 poets 
and 58 non-poets were presented with a picture of a 
landscape and asked to write a poem, all the while 
recording explicitly their feelings and thoughts from 
the moment they saw the picture until a poem was 
completed. 

The experiences of both the poets and non-poets 
during their assignment revealed themselves in 4 
clearly delineated psychological stages: (1) prep- 
aration, (2) incubation, (3) illumination, and (4) 
revision or verification. Professor Patrick compares 
these 4 psychological stages with the 5 logical stages 
of Dewey’s analysis of the problem-solving types 
of question—(1) problem, (2) data, (3) suggested 
solution, (4) evaluation, and (5) objective evalua- 
tion—and suggests that, in the long run, the psycho- 
logical processes underlying the writing of a poem 
and the solving of a scientific problem are essen- 
tially the same, She states : “Not only is the process 
of creative thought essentially the same in all fields, 
but there is no essential difference in the stages of 
thought between the creative thinking of the gifted 
and non-gifted. My experiments showed that the 
same stages appeared in the creative thought of 
poets and artists and in the thinking of ordinary 
persons, when they attempted to produce poetry, art, 
and scientific work” (p. 139). 

Fortunately Professor Patrick seems more inter- 
ested in the implications of her second conclusion 
than in that of her first, for a large part of the 
second half of her book is taken up with a plea to 
educators to provide the right conditions for “ordi- 
nary people” to indulge in creative thinking. Her 
first conclusion, that the processes of creative 
thought are essentially the same in all fields, should 
not, this reviewer feels, have been so generally and 
consequently meaninglessly resolved, in view of the 
title of this book. Granted that neither a book of 
the size of this one nor a review such as this could 
deal adequately with the processes of poetic know- 
ing and scientific knowing, but to begin at the be- 
ginning, this reviewer would criticize the author for 
having “speculated freely in a field for whose analy- 
sis the tools have not yet been provided.” 

ANNE CARNWATH, 
Toronto, Canada. 


EXPRESSION OF THE EMOTIONS IN MAN AND ANIMALS. 
By Charles Darwin. (New York: Philosophical 
Library, 1955.) 

It has been said that of the points where physiol- 
ogy and psychology touch, the place of one of them 
lies in the emotions. In these days of psychosomatic 
medicine, it was proper that this standard work on 
the emotions in man and animals should be repub 
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lished. The book first appeared in 1872, 13 years 
after Darwin’s great work The Origin of Species, 
and at that time probably provided explanation of 
certain phenomena which appeared difficult in the 
acceptance of evolution. 

It is an impressive testimony of the genius of 
Darwin and reflects his ability to compile and ar- 
range factual data to form basic scientific concepts. 
His sources of material are listed from (1) obser- 
vation of infants—for they exhibit emotion with 
extraordinary force; (2) the study of the ‘nsane— 
for they give uncontrolled vent to the strongest 
passion; (3) the use of photographs submitted to 
different judges; (4) the paintings and sculptures 
of great masters; (5) a comparative study of ex- 
pressions and gestures among the different peoples 
of the earth; and finally, of paramount importance, 
(6) attention to the expression of passion in the 
commoner animals. 

Three chief principles are stated to account for 
emotional expression: first, the certain complex ac- 
tions which are, or at some time have been, purpose- 
ful; second, certain movements which are the anti- 
thesis of the first group, and third, those reactions, 
common to many emotions, which express certain 
nervous influences upon the viscera. Darwin's 
analysis of the emotions then is consistent with the 
views of the present day physiologists and sees 
in the emotions skeletal and visceral response. 

The descriptions are remarkably vivid and de- 
tailed. That of fear might well serve as the clas- 
sical picture of this affective state. The author 
draws freely from the literature of many countries. 
To this reviewer he added understanding to bits 
of the plays of Shakespeare—whom he seems to 
quote almost at will. 

It is evident that Darwin recognizes in the emo- 
tions clear cut entities which have their own indi- 
viduality throughout much of the biological world. 
Even insects express anger, terror, jealousy, and 
love in their stridulation. Many of the slightest 
movements such as the scarcely perceptible drawing 
down of the corner of the mouth he recognizes as 
the last remnants of strongly marked and intel- 
ligible movements. These remnants are as full of 
significance as ordinary rudiments are to a biologist 
in the classification and geneology of organic beings. 

He concludes that the philosophy of the subject 
deserves still further attention—especially from any 
able physiologist. Darwin could look forward upon 
life as well as backward. The book might be widely 
read with profit at the present time. 

A. Fietcuer, M. D., 
University of Toronto. 


EMOTIONAL PropLemMs AND You Can Do 
apout THEM. By William B. Terhune. (New 
York: William Morrow, 1955. Price: $3.00.) 


This is another of the large number of books in- 
tended to help the average person with his emotional 
problems. The author, a practicing psychiatrist and 
teacher, believes, as he states in the introduction, 
that “nervousness, emotional illness, and much true 
mental disease are the result of ignorance as to their 
nature and carelessness in the practice of the 


principles underlying mental health.” Therefore he 
sets down principles and precepts in the hope of 
mitigating the prevailing ignorance. 

The precepts are excellent. One must have abso- 
lute integrity, be loyal, tolerant, understanding, 
efficient, humble in spirit. One should display good 
judgment which “can be acquired through training 
and practice.” A sense of humor, optimism, poise, 
and an adventurous spirit are invaluable. To attain 
all these desirable qualities, one must use intelli- 
gence without letting emotions interfere. One must 
make definite decisions, adapt readily, learn to know 
oneself. Thus he will develop a “wholesome, well 
integrated personality” (Chapters 2 and 3). 

The reader is instructed to follow this recipe for 
adjustment and to work hard to attain his goal. 
Then there are several chapters of very good and 
helpful suggestions on “first aid” for old people, 
children, adolescents, and for those who are meeting 
crises in life. If the first-aider can be always kind, 
flexible, understanding, efficient, and objective, can 
“turn off his emotions as he would a dripping 
faucet” (p. 121), he can help other people to de- 
velop, adapt, or meet emergencies wisely. 

The difficulty is that the troubled individual can- 
not learn to live according to all these excellent pre- 
cepts just by reading an idealized description of 
how he should think and behave, no matter how 
much he wills to do so, nor how hard he works. 
This it would seem any psychiatrist would know; 
yet there is little in the way of instruction as to how 
to make oneself over, except a suggestion to write 
an autobiography and look for recurrent thema, a 
procedure which should prove helpful. When there 
is serious psychological difficulty, “get a doctor,”— 
a psychiatrist, preferably an eclectic one (Chapter 
10). With this advice few will quarrel, but the 
author, though preaching tolerance and a positive 
attitude, makes hostile thrusts against noneclectic 
psychiatrists, the members of an allied profession, 
psychology, and even against the patients. For ex- 
ample, he says, “Suicide is abnormal and due to ill- 
ness”—then, “Suicide is a selfish, self-centered ex- 
pression of discontent,—quite properly considered 
a great sin.” And again, “Persons who have at- 
tempted self-destruction frequently feel guilty and 
they should” (Pp. 132 ff.). This reviewer, after 
reading this and more would certainly never entrust 
to the author’s care any depressed patient. Further, 
his attitude strengthens the conclusion that a list 
of precepts, however excellent, does not and cannot 
substitute for nor produce  self-understanding. 
Neither can it bring about a mature attitude no 
matter how firmly grounded the precepts may be 
intellectually nor how fluently one may recite them. 

Maarcaret Ives, Pu. D., 
Saint Elizabeths Hospital. 


MANUALE pI Neuro.ocia per STUDENT! & Mepica 
Pratict. By Arnaldo Pieraccini. (Milano: 
Hoepli, 1955.) 

This is one of a series of practical manuals, which 
have had a considerable success in Italian circles 

during the past few decades. It is intended to be a 
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basic neurology textbook, written mostly for medical 
students and general practitioners. About one eighth 
of the volume is devoted to the neurological ex- 
amination of the patient, the rest to the description 
of the particular diseases. The reader receives the 
impression that no attempt was made to introduce 
original material and thereby gains the impression 
that it is a simple collection of data. Some descrip- 
tions, as that of aphasia, are somewhat outmoded: 
there is no mention of the therapeutic value of the 
vitamin B!? in pernicious anemia, and of tridione 
and glutamic acid in petit mal, as well as of the 
pathogenetic role of Rh incompatibility in neuro- 
logical conditions. The importance of psychological 
factors, concomitant or superimposed on neuro- 
logical syndromes, is generally underestimated. The 
description of some clinical pictures, as cerebral 
vascular accidents and poliomyelitis, is detailed and 
adequate, while that of other conditions, as neuro- 
logical findings of cranial traumata, is too con- 
densed. About 200 pictures complete the volume; 
some of them are obviously taken from. old books 
and do not provide a clear illustration of the con- 
dition. 

Dr. Pieraccini’s work is educational, similar to a 
parallel volume on psychiatry published 2 years ago 
by the same editor. It is a sincere effort of a man 
who has contributed considerably to the improve- 
ment of the condition of mentally sick patients in 
one of the best mental hospitals of Italy, where he 
has been director for many years. It is hoped that 
in its next edition this valuable and well-edited 
manual will be further improved and more space 
will be given to the latest developments in the field 
of neurology. 

Georce Mora, M.D., 
The Medical School, 
University of North Carolina. 


Brain Mecuanisms 1N Diacnrome. By Wendell 
J. S. Krieg, B.S. in Med., Ph. D. (Evanston: 
Brain Books, 1955. Price: $7.00.) 


This small text, as the author states, has been 
written with the object of making available “a vivid 
three-dimensional visualization of the nervous sys- 
tem at work.” The hard core of this volume is a 
reconstruction of the human brain in the form of 
colored drawings on transparent plastic sheets. 
These are bound in a pamphlet contained in a pocket 
on the inside of the cover. 

Included in the text are a small number of un- 
colored three-dimensional drawings of the spinal 
cord, the hindbrain, the cerebellar cortex and the 
diencephalon, and also thick slices of the medulla 
oblongata, pons, midbrain, and cerebrum. Much has 
been included in each drawing. 

In addition to illustrations of the human brain the 
author has included three illustrations of the sala- 
mander brain as an example of a simplified brain 
mechanism, Also included is a reconstruction of the 
rat brain (not in color) to match and assist in the 
interpretation of the human brain. 

The text itself is lucid, concise, and supplements 
the illustrations. The spinal cord is first present as 


a model of the functioning nervous system. Then 
the cranial nerve mechanisms are studied and the 
3 main afferent systems are traced to the cortex. 
The cortex and its connections are described in 
detail and very clearly. The motor pathways are 
then traced from the cortex to the motor nuclei and 
finally the cerebellum and the autonomic nervous 
system are described. 

The outline of the content of the text as given 
above indicates that the anatomy of the nervous 
system is made available in a highly concentrated 
form. Those who have some knowledge of neuro- 
anatomy will find the illustrations very helpful and 
the concise descriptions very informative and read- 
able. It is a fact that the nervous system is a very 
complicated system and hence, in spite of Dr. 
Krieg’s extraordinarily ingenious skill, this text is 
one that must be read slowly giving the necessary 
time to the study of the reconstructions. This little 
volume will appeal particularly to those who have 
some difficulty in thinking in 3 dimensions. 

C. G Smiru, M.D., 
Department of Anatomy, 
University of Toronto. 


Port aND PsycHiatrist: A CriricaL Portrait OF 
Merritt Moore, M.D. By Henry W. Wells. 
(New York: Twayne Publishers, 1955. Price: 
$5.00.) 


There are very few persons in the membership 
of The American Psychiatric Association (if indeed 
any) about whom a book-length biography has been 
written during their lifetime. But then, Merrill 
Moore is an unusual man! Not only is he an able 
and busy psychiatrist—we have many Members 
and Fellows who are—he is an outstanding poet, a 
man of many accomplishments, of broad human 
interests, sympathies and insights, and of a keen 
zest for life and living. 

It is largely with Moore’s poetic achievements 
that Doctor Wells, a member of the Columbia 
faculty and an experienced literary biographer, 
deals. He also gives a critical appraisal of 200 of 
Moore’s sonnets. 

Merrill Moore came of a distinguished literary 
lineage, and in addition was fortunate in coming 
into close contact early in his Nashville College 
days with a group of young poets, a progressive 
and stimulating group who called themselves the 
Fugitives—among them such literary lights as John 
Crowe Ransom and Allen Tate. His poetic talents 
were manifest before he was 20 and even then the 
quality of some of his poems was recognized as out- 
standing. His output since then has been phe- 
nomenal, and among his thousands of sonnets are 
many of a high order. [Mention may be made here 
of a basically autobiographical article by Moore 
on Creative Writing and Criticism which has just 
appeared in the Journal (112: 423, Dec. 1955). It 
should be read in connection with the book.] 

Those of us who are privileged to know Merrill 
Moore well value him as a friend, and agree with 
the biographer that he is “an urbane pantheist, a 
reasonable mystic, a civilized Walt Whitman, a 
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humane artist, and a sympathetic physician.” The 
volume is a valuable study of the background and 
evolution of one of America’s eminent men of 
letters. 
An appendix gives a medical bibliography of 143 
titles and lists 16 volumes of poems by Moore. 
Winrrep Overnotser, M.D., 
Saint Elizabeths Hospital. 


KonstiruTion. Psychopathie, Krimi- 
nalitat, Genie. By Dr. Helene Stourzh-Anderle. 
(Vienna: Wilhelm Maudrich, 1955, Price: 


$6.25.) 


This book is a compendium of authoritative opin- 
ions on the sexual-constitutional bases for psy- 
chopathy, criminality, and genius. The opinions 
given include the wide field extending from biolo- 
gists to psychoanalysts. The author maintains that 
there is a sexual-constitutional basis for all types 
of personality adjustment and that environmental 
influences contribute to differentiation. 

Constitution is considered from 3 general aspects, 
the somatic, the psychosomatic, and the psychic. 
30th male and female sex variants are described 
in terms of kind and degree of psychosexual de- 
velopment, such as the virile woman, the feminine 
man, the infantile, the juvenile, the homosexual, 
the bisexual, and the hermaphroditic. Psychoses, 
neuroses, criminality, and genius are responses of 
sexual-constitutions to environmental opportunity 
and stress 

The author has presented a careful and thought- 
ful survey of the German scientific literature dealing 
with the masculine and feminine aspects of per- 
sonality development. The text and practically all 
of an extensive bibliography are in German. Stu- 
dents of this subject should find the book a useful 
contribution. 

Grorce W. Henry, 
Greenwich, Conn. 


You anp Your Cup. By Winifred De Kok, 
M.R.C.S., L.R.C.R. (New York: Philosophical 


Library, 1955, Price: $3.75.) 


In this small, informally written book of 147 
pages directed to parents and expectant couples, 
Wr. De Kok presents much sound common sense and 
philosophy given as advice, clear examples, and as 
general principles in child rearing. Her basic thesis, 
found in her forward, is “Respect the child’s in- 
dividuality—by respecting him as a person you put 
a value on him which brings out all that is best in 
him.” This golden rule is ‘!lustrated through al! 
the sections which include discussions of weaning, 
thumb sucking, habit training, eating problems, 
tantrums, obedience, sex education, enuresis, general 
growth and development, and most of the common 
problems for which parents seek help. In writing 
of the preparation for the child's first day at school, 
Dr. De Kok stresses that “from the time your baby 
is born, motherhood consists of learning how to 
loosen gradually the ties which bind your child to 
you.” And her advice to a mother preoccupied with 


the dirty face of her child who has just run in 
excitedly is to “forget his face and hands and look 
at his shining eyes while you listen to him and 
share his excitement.” For adolescents who have 
been successfully encouraged to responsible inde- 
pendence from early infancy, she suggests giving 
every freedom. “No individual can find himself 
unless he is really free.” 

No specific emphasis is made to help the parents 
who, because of their own needs, distort the normal 
image and expectations they have for their child. 
But in suggesting this book even to the untroubled 
parent one should be aware that Dr. De Kok’s first 
chapter on antenatal care strongly recommends 
home delivery, “natural childbirth,” and breast 
feeding to the virtual exclusion of the needs of a 
woman who cannot or should not follow such a 
course. Her references to formulas and vitamins 
omit preparations available in this country, and 
her prose is studded with British terms. The 
chapter, “Children and Religion,” includes a brief 
mention of unbelievers but otherwise maintains that, 
“the fact remains that our civilization is based on 
Christianity and the Christian virtues should be 
learnt in the home.” 

C. M. D., 
Philadelphia Child Guidance Clinic. 


Ace In THE Mopern Worn. Edited by Dr. 
C. A. Boucher and Associates. (Edinburgh: FE. & 
S. Livingstone, 1955. Available from MacMil- 
lan Company of Canada, Toronto. Price : $6.00.) 


This volume reports the scientific addresses pre- 
sented to the Third World Congress of the Inter- 
national Association of Gerontology, held in Lon 
don, July 1954. It is, therefore, required reading for 
those desiring to keep informed regarding the 
growing research in the field of aging. 

The information is given in 17 sections including : 
Nutritional Aspects of Aging, Tissue Changes, 
Cancer, Endocrinology, Cardiovascular Diseases, 
Clinical Problems, and Neuropsychiatry. 

The section on Neuropsychiatry, 80 pages in length, 
reports research on cerebral lesions, vertigo, and 
dizziness in old people, prognostic indicators in the 
psychoses of the elderly, and more than a Gozen 
other papers. Psychiatric contributions emanated 
from the United States, Great Britain, France, 
Austria, and Finland. 

W. G. Scorr, 
Toronto, Canada. 


Tue Cuinica, Interview. Volume I: Diagnosis. 
By Felix Deutsch and William F. Murphy. 
(New York: International Universities Press, 
1955. Price: $10.00.) 


This voluminous first part of The Clinical Inter 
wiew by two renowned psychoanalysts is subtitled 
“A Method of Teaching Associative Exploration.” 
A second volume called Therapy will be subtitled 
“A Method of Teaching Sector Psychotherapy.” 

According to the Foreword and Introduction, the 
book deals with “Associative Anamnesis,” an inter- 
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view technique specifically designed and worked 
out by Dr. Deutsch to elucidate psychosomatic in- 
terrelationships, and first published in this country 
almost 20 years ago. To have this method demon- 
strated in detail and further elaborated by its 
originator is worthwhile and rewarding, although 
it is this reviewer's belief that “Associative Anam- 
nesis” has long since been incorporated into the 
total armamentarium of interviewing techniques by 
every competent interviewer and therapist. It was 
therefore somewhkxt puzzling to read that the au- 
thors believe otherwise, that the method has been 
criticized as “unfeeling” or too limited, and that 
there is a need for further documentation and 
validation of associative anamnesis. Unfortunately, 
some of the interviews presented verbatim here 
would tend to substantiate such criticisms if exis- 
tent; and even if not, it is at times difficult to dis- 
cern the therapeutic value of some of the inter- 
views presented, which is not to question the 
teaching results these conferences might have had. 

It is unfortunate that the title The Clinical In- 
terview suggests an exhaustive treatise of the sub- 
ject. The clinical interview pertains to patients 
other than those specifically “psychosomatic,” and 
psychiatrists, social workers, psychologists, and 
others have developed interviewing skills in recent 
decades which are applicable to all branches of 
medicine. The clinical interview is therefore of 
paramount interest, not only to psychiatrists-in- 
training but to all medical students and physicians. 
Only the techniques of “Associative Anamnesis and 
Sector Psychotherapy” are presented here and are 
called “the cornerstone of the resident training 
program on the open ward service,” a contention 
which is not further documented. All interviews in 
the book are structured following an outline pre- 
sented on page 26, but one of the most important 
types of interviewing all physicians should master 
is the “unstructured interview” where the therapist 
follows the patient’s themes, whether he utilizes a 
psychoanalytic frame of reference for listening or 
some other. 

The authors stress the value, for training pur- 
poses, of supervision through the device of recorded 
interviews, but there is no discussion of the possi- 
ble interferences in the use of this technique, espe- 
cially for the trainee. While the use as a teaching de- 
vice of the material presented is emphasized, it is 
not clearly stated how the authors themselves pro- 
ceeded as far as instruction is concerned. Inter- 
viewing a patient before a group has advantages 
and disadvantages as a teaching method. It be- 
speaks the mastery of the authors that so many of 
the interviews are conducted successfully in terms 
of remaining within the “sector” predetermined by 
them and in illiciting the information necessary to 
validate the hypothesized interrelationship between 
symptoms and certain crucial intrafamilial relation- 
ships and experiences. However, such an interview 
does not permit what is done in the book, both to 


advantage and disadvantage, namely to insert the 
interviewer's associations and explanations at the 
time when they occur, rather than retrospectively 
as must be done in the conference interview. There 
is no evaluative discussion of other methods such 
as the usual presentations of the interview material 
or the use of recordings which can be stopped for 
explanation and criticisms at will. 

The presentation is disappointing for other rea- 
sons. To present verbatim recorded interviews in 
printed form is like watching only the titles of a 
foreign movie. There are two sets of “titles” here, 
one, the interview itself, the other, the italicized in- 
sertions of the therapists’ associations and oc- 
casional explanations for presenting certain cues. 
In reading interviews—although even more so in 
listening—one forms one’s own associations, and 
thus the italicized insertions made this reader feel 
increasingly like being forced into a mental straight 
jacket. This is not to dispute the instructive value 
of the authors’ choice of possible associations. Not 
only were they with the patient at the time of the 
interview, but generally their italicized remarks 
never appear implausible. They are stimulating and 
useful at first, but after several hundred pages the 
interference with one’s own associations becomes 
more troublesome. While qualifying statements 
concerning the validity of the interpretations and 
the general applicability of the method are made in 
the introductory chapters and while the inexperi- 
enced reader is warned that he has to stifle con- 
scious and unconscious prejudices which might be 
aroused by the material and the interpretations, these 
theoretical chapters cover fewer than 40 pages, leav- 
ing the reader exposed to well over 500 pages of the 
authors’ structured interviews and related formula- 
tions of the particular recording and of the syn- 
dromes involved. A further handicap for the stu- 
dent exists in the fact that the very ample 
bibliographies following each chapter are not related 
to the text, presumably a space-saving omission. 

Almost totally lacking are references to the pa- 
tient’s—or the interviewer’s—behavior in the ses- 
sions, so that one learns but rarely whether there 
were long pauses in the interview, or what nonver- 
bal behavioral reactions were exhibited, items so 
often disregarded by the beginner, but so essential 
to an adequate understanding of the interview situ- 
ation and of the patient. Presentation of some of 
the interviews in record form might have provided 
some of this information, besides adding a worth- 
while dimension to the book. 

This valuable account of a particular interview 
method does not do justice to the title. A compre- 
hensive dissertation on the clinical interview by 
these authors would be a welcome contribution. 

STerHen Fvecx, M.D., 
Department of Psychiatry and Public Health, 
Yale University. 
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Comment on the use of “‘Thorazine’ in a mental hospital 


"*we have ceased to regard any of our patients as ‘incurable’ ” 


“Admittedly our recovery rates have tended to decrease progressively as 
chronicity increases. However, we have encountered several seemingly ‘mirac- 
ulous’ responses in patients hospitalized ten years or more and previously 
regarded as just about hopeless.’”! 


THORAZINE?™ ic in amputs 


tablets and syrup (as the hydrochloride), and in suppositories (as the base). 


For information write: Smith, Kline & French Laboratories, Philadelphia 1 


1. Yohe, C.D.: in Chlorpromazine and Mental Health, Philadelphia, Lea & Febiger, 1955. 
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anxiety is part 
of EVERY ILLNESS' 


The physically sick patient faces two stresses—the sickness and the 
anxiety that it brings.’ All too often, the anxiety is a threat to the 
patient’s progress. It may intensify symptoms, give uncertainty to 
therapy, and impair rapport. 


To combat the anxiety component of physical illness, EQUANIL pro- 
motes equanimity, relieves muscle tension, and encourages normal 
sleep.’ By these specific actions, EQuaNtL gives breadth to the treat- 
ment program—expands the physician’s resources. 

Supplied: Tablets, 400 mg., bottles of 50. 

Usual Dose: | tablet, t.i.d, 


1. Braceland, F.J.: Texas State J. Med. 51:287 (June) 1955. 
2. Lemere, F.: Northwest Med, 54-1098 (Oct.) 1955. 


Meprobamate 


(2-methyl -2-n-propyl-1,3-propanediol dicarbamate ) 
Licensed under U.S. Patent No. 2,724,720 Trademark 


anti-anxiety factor with muscle-relaxing action 


Philadelphia 1, Pa. 


no pain... 


nO MeCMOry eee 


no nightmare 
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in pediatric anesthesia 


When you choose PENTOTHAL Sodium by 
rectum as the basal anesthetic, or as the 
sole agent in minor procedures, you spare 
your young patients an unnecessary or- 
deal of fear and anguish. With PENTO- 
THAL Sodium administered rectally, the 
child goes to sleep pleasantly in his own 
bed... and awakens there after surgery 
with complete amnesia of the events be- 
tween. Events, that in his sensitive mind 


(Thiopental Sodium, Abbott) 


might cause lingering post-operative 
anxieties, creating new behavior problems 
for his parents. 

And because Rectal PENTOTHAL 
reduces the dosage of inhalation and sup- 
plementary agents, after-effects are mark- 
edly lessened. It offers a notably safe, 
simple and humane approach to pediatric 


anesthesia. Do you Obbott 


have the literature? 


PENTOTHAL Sodium 
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a modern ~ 
equating modern environmental stress 


Relaxant with no Clears the Way in Diagnosis—The tense 
patient in the outer office, a problem of 


depressant action. 
modern civilization...so frequently pre- 


Pharmacological sents psycho-motor agitation that masks 
\ best in a series true symptoms...What percentage 
\ of new com- with actual organic lesions?...For a 
‘ more readily arrived at diagnosis un- 
mask the symptoms with 


pounds. 


Basic Therapeutic Adjuvant — Clearly established are the many disease 
states in which fear and tension complicate specific therapy and 
adversely affect management of the patient 
Cardiovascular disease, obesity, gastrointestinal disorders, 
migraine, gynecological disorders, alcoholism, diabetes, 
asthma, arthritis. 
Prescribe DIMETHYLANE to tranquilize without A 
hypnosis or sedation...to relieve : 
symptoms of emotional stress, 
nervous tension, and anxiety. 


PRODU TS OF ORIGINAL REBEARCH 


PRILADELPMIA 44, PA 


THE NATIONAL DRUG COMPANY 
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SAVE ON 


SAVE ON 
LONGER LIFE 


SAVE ON 
INVENTORY 


MAINTENANCE 


PATENT 
PENDING 


No mattress covers or rubber sheets to buy. 
SYKO miracle covering is waterproof and 
self-protecting. All seams sealed. Impervi- 
ous to body fluids and wastes, disinfectants 
and deodorants. When soiled, just scrub 
with brush, soap and water. 

The SYKO Mattress outwears other mattres- 
ses. Thick inner cushion is shape-retaining 
—doesn't lump, doesn't pocket. No metal 
to work loose and damage the cover. SYKO 
covering is extra-thick, extra-tough—gets 
tougher with age. Flame resistant. 

No need to carry replacements for SYKO 
Mattresses. When they are soiled they are 
quickly washed and wiped dry for immedi- 
ate re-use. 

Wire or write for complete information. 


*SYKO is a Trade Mark of 
THE REST-RITE BEDDING CO. 
Mattresses since 1898 


32 North State Street 
Chicago 72, Illinois 


KQROLUS, INC. 


INSTITUTION DIVISION 


Cenedian Distributors 
19 
SIMPSON’S 
CONTRACT DIVISION 
45 Richmond Street, West 
Terente, 1, Conede 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


NICOZOL|: smile pychoses 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula.}-2-3 


NICOZOL IS SUPPLIED 

in capsule and elixir forms. 

Each capsule or 4% teaspoonful 

of elixir contains: 

Pentylenetetrazol ___._ 100 mg., 

Nicotinic acid 50 mg 
1. Levy, S. J.A.M.A. 153:1260, 1953. 
2. Thompson, Lloyd & Proctor, Rich. 


| 3. Thompson, Lloyd & Proctor, Rich. 

| Mail Coupon for Free NICOZOL® Clinical Medicine, '56 

| Drug Speciaities, Inc. DRUG 

Bex 830, Winston-Salem, N. C. CDECIAITIES 

| Kindly send me professional somple of NICOZOL Capsules, ; 

also Kterature on NICOZOL for senile Psychoses. 


Distributed in California by BROWN PHARMACEUTICAL COMPANY, Los Angeles, Californie 
Distributed in Canada by WINTER LABORATORIES, 341 Bloor St., West, Toronto 5, Canada 
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“CLEAN, 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 
sons,””! 


Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics “the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.””! 

In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.’”? 
Many reports have indicated that Serpasil 


(reserpine CIBA) 


in high dosage for 
psychiatric patients 


COOPERATIVE, AND COMMUNICATIVE” 
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may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.’ “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is vot an indication 
for discontinuing treatment.’ 


1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 15) 1955 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 
Acad. Se. 61:144 (April 15) 1955. 3. Kline, N. 8S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elixir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
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the nervous, 


tense, 


emotionally unstable: 


( / - ¢ rp ( (Pure crystalline alkaloid) 


Each tablet contains: 

Reserpine 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 

The elixir contains: 

Reserpine .......... 0.25 mg. 

per 5 ce. teaspoonful 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 
The Upjohn Company, Kalamazoo, Michigan 


. 
elax 
‘ 
: : 
Reserpoid” 0.25 mg 
0.25 mg. 
4 ma 
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INFLUENCING THE SAFETY, 
OF ELECTROCONVULSIVE THERAPY 


‘ANECTINE’ 


CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 


“removes practically all of the previous risks inherent in the treatment.” 


respiratory 
safety 


cardiovascular 
Safety 


orthopedic 
safety 


over-all 
Safety 


“...patients treated with this muscle relaxant, though often 
apneic, are readily ventilated with oxygen. Skin color remains 


excellent.’’? 


“The most important [observation] is the elimination of 
hypoxia or anoxia.’ 


“The arterial blood pressure is found to rise during the 
[unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 
choline and oxygen, a slower and more even rise is noted;.. .’"* 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 


even rate.’’* 


“...the occurrence of fractures and dislocations has been 


reduced to zero.”* 
“No fractures occurred in the group during therapy.” 


“Modification of electro-convulsive therapy with thiopental 
sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 
in our series of 7,500 treatments.”’! 


references : 

1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:15%, 1955. 2. Nowill, 
W. K., Wilaon, W., and Bordera, R.: A.M.A. Arch. Neurol. & Paychiat. 711:149, 1054. 
Steven, R.J.M., Tovell, R. M., Johnaon, J. C., and Delgado, Aneathesiology 16:624, 1954 
4. Holmberg, G., et al.; A.M.A. Arch. Neurol. & Paychiat. 72:78, 1954. 5. Wilaon, W. P., 
and Nowill, W. K.: ibid. 71:122, 1954. 


‘ANECTINE’ Chioride brand Succinylicholine Chioride INJECTION intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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the chore 


PLEASE 


IN ONLY A MATTER OF HO 


URS CHAMBERLIN ASSURES EXPRESS SHIPMENT 
OF WEW PSYCHOSECURITY SCREEN PANEL ASSEMBLY. LESS THAN ONE 


HOUR WITH A SCREW DRIVER COMPLETES SCREEN PANEL REPLACEMENT. 


3 CHAMBERLIN SCREENS on \ 
MEET THESE NEEDS /. 
~ 
@ DETENTION TYPE 
To withstand the fury of violent | Le 
For the less violent ( 
SAFETY TYPE )) 
For mildly disturbed patients r wee i 
quiring protective custody “7 


hardware applied in proper position is 
shipped by express 


NO OTHER MAKE OF Replacement pane! with 
PHYCHOSECURITY SCREEN b > 


CAN BE SERVICED OR ‘ 


CLEANED AS EASILY AS , 
CHAMBERLIN. gt | 
Get the facts on ) ‘at 


PSYCHOSECURITY SCREENS 
CHAMBERLIN COMPANY OF AMERICA D>. 


When replacement arrives a hospital Using only a screw driver, damaged 

. maintenance man simply removes screen panel ws removed and replaced 

Special Products Division hinge pins and lays swing section of =: a new panel complete with fae 
1254 LA GROSSE STREET « DETROIT 32, MICHIGAN unit on the floor tory-applied springs and clevises 


CHAMBERLIN INSTITUTIONAL SERVICES alse Mineral Woe! Metal Weather Strips ond Canthing, Meta! Combination Windows Doors, Metal insect Screens Alumingm and fiber Glass Awnings. 


XXVI 


ad 
: 
| 
all 
= 
[ 
VA 


electronarcosis treatments you will study the 
apparatus available. You will doubtless want 
Aa the utmost in safety, efficiency and conven 
ience; price will be somewhat secondary 


Concerning cost of equipment: The ELEC 


Extension of the reduced subscription rate TRONICRAFT ELECTRONARCOSIS INSTRU 
MENT is more expensive than any other for 

of $5.00 (less than one-half the regular rate) two reasons 
for the AMERICAN JOURNAL OF PSY- 1. The wholesale cost of the material in 
each of our instruments is greater than 
CHIATRY has been authorized to include the retail sales price of competitive 


equipment 


medical students ; omueed and senior emeeTRES 2. Instruments such as these cannot be 


first, second, and third year residents in built by line-production methods. The 

combination of extreme accuracy and 

training; and graduate students in psychol- greet ruggedness requires much expert 
land wor 

ogy, psychiatric nursing, and psychiatric so- We employ no salesmen or demonstrators; 


however we shall be pleased to refer you 
to nearby hospitals and private practitioners 
where »ur instruments may be seen in actual 


cial work. 


In placing your order, please indicate 


issue with which subscription is to start. 


Send subscriptions to: Electronicraft Company 


THE AMERICAN JOURNAL OF 410 Douglas Building, 
PSYCHIATRY 257 South Spring Street, 
. Los Angeles 12, California. 
Tel.: MAdison 5-1693 - 5-1694 
New 20, New Cable address: GLISSANDO 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 


1270 AVENUE OF THE Americas, Room 310 
New Yore 20, New Yore 

Enclosed herewith is $.............. for one year’s subscription to the AMERICAN 
JOURNAL OF PSYCHIATRY beginning with Volume ......... Number ......... 

Print 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1956 issue 
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LIST OF FELLOWS AND MEMBERS 
OF THE 

AMERICAN PSYCHIATRIC ASSOCIATION 
1956-1957 


The new APA Membership Directory is now available. Copies will 
be sent only on order. The charge is $1.00 a copy for Members of 
The American Psychiatric Association, and $2.00 for non-members. 
Please help facilitate distribution by enclosing payment with your 


order. Use order blank below. 


Gentlemen: I enclose $........ for my copy of the new 1956-1957 APA 


Membership Directory. 


Mail to: 


EXECUTIVE ASSISTANT 

AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, NEw York 
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It’s actually easy to save money—when you 
buy Series E Savings Bonds through the auto- 
matic Payroll Savings Plan where you work! 
You just sign an application at your pay office; 
after that your saving is done for you. The Bonds 
you receive will pay you interest at the rate of 
3% per year, compounded semiannually, when 
held to maturity. And after maturity they go on 
earning 10 years more. Join the Plan today, Or 
invest in Bonds regularly where you bank, 


Safle as A.merica— 
YS. Savings Bonds 


The man who named 
Tombstone, Arizona 


HE SURPRISED government scout from 

Camp Huachuca reined his horse to a 
stop at the sight of Ed Schieffelin. And 
when Schieffelin admitted he was actually 
living and prospecting in Apache country, 
the scout warned him, “All you'll ever 
find’ Il be your tombstone.” 


But Schieffelin didn’t scare easy. When 
he struck a silver lode in the desolate dan 
gerous hills of Arizona Territory, he called 
his first mine “Tombstone.” And, unknow 
ingly, he gave a name to a borning, brawl. 
ing community soon to be notorious as one 
of frontier America’s tough towns. 


The Tombstone mine itself never 
amounted to anything. But Schieffelin just 
kept on prospecting —and within a few 
years, he turned out to be a millionaire. The 
hills he had risked his life in were practi 
cally made of silver. 


Today’s Ed Schieffelins are hunting ura 
nium ore with Geiger counters, but their 
spirit is the same. And it is only part of the 
spirit of 165 million Americans who stand 
behind U.S. Series E Savings Bonds — who, 
by being the people they are, make these 
Bonds one of the finest investments in the 
entire world. 


And, for an American, the very finest in 
vestment. Why not help your country—and, 
very importantly, yourself, by buying Bonds 
regularly? And hold on to them! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America. 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementar , Junior and senior high 
school, and a two-year postgraduate department. The school is accreditec by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It ls psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time psychiatrist and psychologist are in 
residence, Our work emphasizes a much wider concept of student training and growth than is 
conceived of in present-day education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim. 


V. V. Anperson, M.D., LL. D., Director 
For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: Staatsburg 3571 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingman’'s Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Sequin School 
Catherine Allen Brett, A. 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorder 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care 


R. CHARMAN CARROLL, M.D ROBT. L. CRAIG, M.D 

Medical Director sociate Medical Director 
JOHN D. PATTON, MD 

Clinical Director 
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esthrook Sanatorium 
atablishod 


A private psychiatric hospital em- Staff PALL V. ANDERSON, M.D., Presiden 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistance 
ment procedures—electro shock, in- Medical Director 


ploying modern diagnostic and treat- 


sulin, psychotherapy , occupational THOMAS F. COATES, M.D., Associate 
JAMES kh. HALL, JR., M.D., Associate 


' CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


and recreational therapy —for nervous 


addiction. R. H. CRYTZER, 


Administrator 


Brochure of Literature and Views Sent On Request « P.O. Box 1514 - Phone 5-3245 


HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRaLNick, M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 
SterHen P. Jewetr, M.D Rutan Fox, M.D 
V. M.D., F.A.P.A. L. Ciovis Hiraninc, M.D 
Assistant Medical Director Clinical Director Director of Research 


J. Wittiam Sttverserc, M.D Mervyn Scuacnt, M.D., F.A P.A Steruen W. Kempster, M.D 


Resident Psychiatrists 
Junius Atkins, M.D. Frank G. M.D Jenome Duckman, M.D Pau. Leresvee, M.D 


Psychologists 


SHerwoop Lerner, M.A Leatrice Stryat Scuacnt, M.A 
Consultants 
H. Haroip Giss, M.D., F.A.CS Frank J. Massucco, M.D., Arnoip J. Ropman, M.D., F.C.C.P 
Gynecology FACS Internal Medicine 
Surgery 
NATHANIEL J. Schwartz, M.D., Invinc J. D.DS 
F. A.C.P Dentistry 


Internal Medicine 
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@ Modern Treatment Facilities @ Psychotherapy Em- 


( phasized @ Large Trained Staff @ Individual Attention 
get @ Capacity Limited @ Occupational and Hobby 
€ ~ Therapy @ Supervised Sports @ Religious Services 


Your patients spend many hours daily in healthful out- 


T \ door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
\CLOTE s Sunny West Coast. 
Rates Include All Services and Accommodations 
Brochure and Rates Available to ss ond Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT 4°°° Direc WELLBORN, JR., M.D 


PETER J. wnat M.D. SS, JR., M.D 
ARTURO G. GO ), 
SAMUEL G. WARSON, M.D ROGER Ff sLIPS, M.D 
ON THE GULF OF MEXICO WALTER H. BAILEY, MD 
Phone: Victor 2-1811 


HALL - BROOKE 


An Ae hive Shas spulal 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.; Westport, CApital 7-5105 


George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. Blanche Glass, M.A 

Alfred Berl, M.D. Mrs. Heide F. Bernard and 
Louis J. Micheels, M.D. Samuel Bernard, Administrators 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


XXXII 


j 
cn! 


SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
GEORGETOWN, MASS. 
FLEETWOOD 2-2131 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 


Occupation under a trained therapist, diversions and outdoor activitiex 


Harry C. Sotomon, M.D GEORGE M. ScCHLOMER, M. D 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 Southgate Road COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


| For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities 
X-ray, Clinical Laboratory and Electroencephalography. 
E. JaMes Brapy, M.D., Medical Director 


C. F. Rice, Superintendem 


| Francis A. O'DonneLt, M.D. GeorGce E. Scott, M.D 
Tnomas J. Hurtey, M.D Ropert W. Davis, M. D 


CEDARCROFT SANITARIUM & HOSPITAL, INC 


R. F. D. No. 2, Columbia Road 
Silver Spring, Md. 
HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


Resident and open staff, with privileges to qualified psychiatrists 


Member of N.A. P. P. H. 
li. E. Andren, M. D. A. A. Huse, M. D., F. R. C. P. T. W. Steen, Ph. D. 
Medical Director D. P.M. (Lond.) Assoc. Med. Dir. Clinical Psychologist 


FAIR OAKS 


INCORPORATED 
Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 
Oscar Rozett, M. D., THOMAS P. Prout, Jr., 
Medical Director Administrator 


| Established Os 
| ALKIRK IN THE RAMAP 
| CENTRAL VALLEY, N. Y. 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. A continued treatment 


service is maintained 
Members of the medical profession are invited to visit the hospital and inspect the 


available services. 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 
TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR8., M. D., Physician in Charge 


The HAVEN SANITARIUM INC. 


ROCHESTER, MICHIGAN 
M. O. WOLFE, M. D. A psychoanalytically-oriented hospital 
for the diagnosis and treatment of 


JOHN D. WHITEHOUSE, M. D. : . 
Clinical Director mental and emotional illness. 


GRAHAM SHINNICK 
Member of American and Michigan 


Manager 
Telephone: OLive 1-9441 


MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabriel Foothills 


A modern, fireproofed mental sanitarium of 145 beds, all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recognized therapies available as required. 

Pleasant, large enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases. 


CHARLES T. BATTEN, M.D., Medical Director 
1267 San Gabriel Boulevard South San Gabriel, California 
Telephone ATlantic 0-3220 


OCEANSIDE GARDENS SANITARIUM, Inc. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOEGH HOUCK, M_.D., F.A.P.A. 

Physiciar-in-Charge 
CRONHEIM, M.D., A.P.A. THOMAS A. NACLERIO, M.D., A.P.A. 

Senior Psychiatrist Associate Psychiatrist in Psychotherapy 

LUDWIG LEWIN, Px#.D. 

Administrative Director 


24 Harold Street OCEANSIDE, L. NEW YORK  ROckville Centre (6-4348 


IRMA K 
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Established 1930 PINE WO OD Katonah 4-0775 


Katonah, New York 
(Westchester County) 


This 65-bed hospital has been known to the profession for many years. It has pioneered in 
all forms of therapy from their inception. Insulin, Electro-cerebral stimulation and all its 
modifications, and the newest pharmacological therapies are used clinically and for research 
purposes. Our staff is psychoanalytically oriented, and our patients receive individual and also 
group psychotherapy. Approved training program for residents. 


Joseph Epstein, M.D., F. A. P. 
Louis Wender, M.D., F. A. P.A. Physicians-in-Charge 


roe’? RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuarces E. Wuire, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


Founded RIVER CREST SANITARIUM 1896 
New York City 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 

Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M.D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 


Astoria 5, New York AStoria 8-0820 


Saint JoserH SANITARIUM 


2420 Asbury Street Dubuque, lowa 
or phone 3-8291 for information. 


(Supervision of Religious Sisters of Mercy) 
(Detroit Province ) 
ACUTE MENTAL AND NERVOUS CASES 
also 
CONVALESCENT AND REST PATIENTS 
SHOCK THERAPY, HYDROTHERAPY, PHYSIOTHERAPY, 
OCCUPATIONAL THERAPY, COMPETENT STAFF 
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CHestnut 7-7346 


Joun H. Nicnous, M. D. G. Pau 
Medical Director 


MEMBER: 
Association 


A hospital for the treatment of Psychiatric Disorders 


American Hospital Association 


Phone: WINDSOR HOSPITAL, Inc. 


Chagrin Falls, Ohio 


LINE WELLS, R.N. 


Administrative Director 


Established 


1898 


Secretary 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Herpsert A. SIHLER, JR. 


Booklet available on request 


Central Neuropsychiatric Hospital 
National Association of Private Psychiatric Hospitals 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenur or THE AMeRniIcAS, Room 310 
New York 20, New York 


enclosed herewith is $ for 


OF PSYCHIATRY beginning with Volume 


NAME 


ADDRESS 


SIGNATURE 


sub 


Americn Postage extra New Volume 


eription $12.00 4 year or by the Volun 


one 


Number 


Print 


began Jul 1956 i 


‘ Foreign Postawe $1.00 ex 


Vi 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


19 
Date 


year's subscription to the AMERICAN JOURNAL 


VOLUME FILE CASE 


ATTRACTIVE 

INEXPENSIVE 
SERVICEABLE 
Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY 


Keep and protect your Journals in this new 


AMERICAN JOURNAL OF PSYCHIATRY 


VOLUME NUMBERS 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A “CHEMICAL FENCE’ FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 
“Antabuse”g@ brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 

Complete information available on request 


@ Ayerst Laboratories © New York, N. Y. © Montreal, Canada 
$546 
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d is for 
decentralization 


D is for 


Devereux Schools Not one, but many different 


schools—on many, geographi- 
cally-separated campuses—-en- 
sure homogeneous grouping. 
This is basic to the Devereux 
Plan, which calls for uninter- 
rupted educational progress 


while in therapy. 


In each Devereux residence 
and classroom, at social affairs 
and at play, individual students 
associate only with others who 
are similar-——in terms of matur- 
ity, intellectual and social de- 
velopment, and general inter- 
ests. In consequence, a wide 
range of both academic and ex- 
tracurricular programs is of- 
fered, from pre-kindergarten 
through the junior college 
level. These, in turn, comple- 
ment therapy; while permitting 
every student to develop schol- 
astically and socially, to the ex- 
tent of his or her capabilities, in 
a truly dynamically oriented but 
traditional - independent-school 


atmosphere. 


Detailed informations are 


available through 


JOHN M. BARCLAY 
Director of Development 


The Devereux Foundation 


Devon, Pennsylvania 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Professional Associate Directors 
ROBERT BRIGDEN, EDWARD L. FRENCH, Ph.D. 
MICHAEL DUNM, Ph.D, ROBERT T. GRATTAN, M.D. 
4. CUPFORD SCOTT, MD. 


Santa Barbara, California Devon, Pennsyivania 
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